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Abstract
Introduction:
The failure to fail, and elevated grades in Workplace-Based Assessment (WBA) are welldocumented phenomena and assessors play a major role in this process. The resulting WBA
appears to be of little real use to any of the stakeholders involved. What do assessors think is
the problem and what do they think would improve the situation for them? If we develop and
trial WBA designed to suit the assessor and use their expertise, will this result in WBA that is
more useful for everyone?
Summary of Methodology:
To explore this question, a search of the literature was first conducted aiming to summarise
understanding of the way clinical assessors make decisions regarding WBA results. The
following research was conducted in the context of undergraduate medical student training
and assessment in the workplace, at the University of Wollongong, Australia.
To begin with, clinician assessors of medical students were surveyed regarding their attitudes
to failing a student, and other difficulties they face in WBA. Following analysis of the initial
survey, qualitative interviews of 16 experienced clinician assessors were conducted to further
tease out survey responses. Suggestions from both the literature and the assessors were then
used to design a WBA system intended to respect both the assessors’ expertise, and their
relationship with their student.
The new WBA trial incorporated the following changes: all WBA by the student’s preceptor
was formative and focussed on feedback for learning; summative WBA grades were awarded
by senior supervisors and were not delivered face to face to the student; grades included a
‘conditional pass’ grade allowing assessors to pass the student but define a problem for early
remediation; assessment of developing skills was graded using clinical language of
entrustment; and preceptors were asked to write confidential narrative observations on
student performance for supervisors. WBA student results were compared before and after
the new system was implemented. The opinions of all stakeholders (including students,
assessors and the medical school) were also surveyed before and after the implementation of
the new WBA for comparison.
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Results
Assessors claimed to have little trouble identifying an underperforming student, but said that
to fail a student face to face was ‘simply too hard’. Assessment within the mentor relationship
was then described as further compounding the difficulty, rendering it virtually impossible.
The new WBA processes improved the hyper-inflated results. While the failure to fail remained
a problem, there was good utilisation of the ‘conditional pass’ grade and preceptors felt their
expertise was better utilised.
Conclusions:
Assessors identified the failure to fail as the fault of the system, not the assessor. Assessors
said they were able and willing to identify a student with problems and assist with
remediation. They saw the mentor relationship as so important for learning that they felt WBA
within this relationship should be used to enhance learning. Training institutions need to
rethink the value of pass/fail decisions in WBA, especially when made by the mentor, and
when results are delivered face to face to the student.

Plate A: Old mining equipment in Broken Hill symbolises the crucial role mining played in
regional centre development in western NSW. It still impacts health care resources today.
Broken Hill Hub
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Glossary of Terms and Abbreviations:
CBD – Case-Based Discussion (Used for teaching and workplace-based assessment)
CC - Clinical Competency (Assessment of clinical competence in simulated setting)
CEX – Clinical Examination (performed in the workplace on a real patient and observed for
assessment, sometimes referred to as a ‘Mini CEX’ in the literature)
Clinical Log – Phase 3 students keep an electronic record of cases and their reflections
DOPS – Direct Observation of Procedural Skills (WBA used to assess procedural skills)
ED – Emergency Department
EPA - Entrustable Professional Activity (defined skill necessary for professional practice)
FDP – Faculty Development Program (an institution’s program to train and upskill faculty)
GM – Graduate Medicine (the medical program within the School of Medicine at UOW)
GP – General Practitioner (engaged in community medical practice in this thesis context)
HREC - Human Research Ethics Committee
Hub – a centre for longitudinal clinical placement for small groups of students, UOW program
MSF – Multisource Feedback (collected from a range of people in contact with the student)
NSW –New South Wales, a state in eastern Australia
OSCE - Objective Structured Clinical Examination
PI – Participant Information (Issued with each of the surveys and interviews)
POSP – Preceptor Observation of Student Performance (written observations and comments)
Preceptor – Clinician supervising and teaching a trainee / student in the medical workplace
RAL – Regional Academic Leader (senior clinician in the Hub - supervising student learning)
SMAH - Faculty of Science, Medicine and Health, at UOW
SOM – School of Medicine (within the Faculty of Science, Medicine and Health, UOW)
SP – Simulated Patient (These are used as ‘standardised patients’ in clinical assessment)
SPR – Supervisor Performance Review (WBA completed by supervisor on overall performance)
SR – ‘Satisfactory with Recommendations’ Grade (name used for the ‘conditional pass’ grade)
U/S/E – Unsatisfactory/Satisfactory/Excellent – the grading system for all assessment in GM
UOW – University of Wollongong
WBA – Workplace-Based Assessment (Assessment of student performance in the workplace)
Note: In the literature, the words ‘trainee’ and ‘student’ are both used to describe the junior
clinician in training. Generally, I have used the word ‘student’ throughout, as the research was
conducted within the undergraduate medicine training program of the School of Medicine at
UOW. However, I have used ‘trainee’ when quoting the relevant literature or referring
specifically to postgraduates.
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CHAPTER 1

Introduction

Plate 1.1: Kyogle town in the northeast NSW is typical of the small country town with
community practices and a local hospital, in which UOW conducts WBA.
Lismore Hub
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1.1 The problem of assessment in the workplace
Workplace-based training is increasingly being used in many professions to ensure a
student is ready to transition into the workforce as a professional. With training based in
the workplace comes the need to also base assessment of competence in the workplace,
known as Workplace-Based Assessment (WBA). In Medicine as in many other professions,
competence and fitness to progress are determined in part by some form of clinical
performance-based assessment. In the workplace, clinical assessors often work alongside
and tutor the student they are assessing.
With an increasing knowledge base, level of technological skill, standard of
professionalism, and demonstration of clinical competence, all expected from health care
providers, the need to assess competence for certification accurately is more complex than
ever before (Hendelman and Byszewski, 2014). Consumers and the governments
representing them are demanding increasing rigour in all levels of health care student
assessment. Media attention focusses very quickly on a perceived lack of competence in
any health care professional. ‘Patient Safety’ is of increasing concern to both the general
public and institutions responsible for training health care workers (Mazor et al. 2007;
Parker et al. 2010; Ziring et al. 2015).
As a result, assessment of medical students has become an area of intense interest and
research in the effort to ensure attainment of the expected competence at certification
(Bindal et al. 2011, Gilberthorpe et al. 2016). Clinical assessment in the workplace (WBA) is
a very important part of this but training institutions have struggled for decades to
improve the reliability of this aspect of their assessment (Cruess et al. 2016). The interrater
reliability of most WBA tools has been disappointingly poorer than hoped for, yet
intuitively, it should be a valid form of assessment as it is embedded in the ‘real’ setting.
Training institutions have noted the inflated ratings often awarded in WBA along with
the failure to fail, and researchers have suggested the need to further explore the assessor
voice with regard to this (Govaerts et al. 2007; McQueen et al. 2016; Yepes-Rios et al.
2016). We know assessors themselves are a factor in the score variance of results
(Bartman and Smee 2013, de Jonge et al. 2017; Lee et al. 2017; McQueen et al. 2016; Royal
and Hecker 2016, Pell et al. 2010). Many studies have investigated the effect the assessor
has on the results of clinical assessment (Gingerich et al. 2014a; Gingerich et al. 2011), and
have tried to understand how and why assessors make the decisions they do (Berendonk
et al. 2013, Poole and Boland 2016). Other authors have commented that the bias of
assessors towards leniency in WBA has led to ‘widespread cynicism’ regarding WBA results
(Govaerts and van der Vleuten 2013).
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This research set out to explore the question: Can we improve the efficacy of WBA by
increasing the utilisation of assessor expertise in the assessment process? The word
‘efficacy’ used here implies more than simply ‘interrater reliability’ or ‘objectivity’. It also
includes the concept of ‘usefulness’. Would greater incorporation of the assessor’s clinical
expertise result in improved usefulness of the assessment, for both the student and the
examining institution? Would it also improve assessor engagement in WBA? The title of
the thesis ‘Incorporating assessor expertise to improve Workplace-Based Assessment
efficacy’ attempts to encapsulate this idea. So this research aimed to increase
understanding of the issues contributing to the problem from the assessor’s perspective,
and asks whether addressing those issues in ways suggested by the assessors themselves,
could improve outcomes and strengthen results.
This thesis documents an investigation into the difficulties for those who conduct
clinical assessment in the workplace, and the results of changes designed to help, as
suggested by both the literature, and the assessors themselves.
1.2 A personal story
As a medical practitioner with over 35 years of clinical practice experience in a variety
of hospital and community settings, I am passionate about the need to produce
competent and compassionate clinicians for our future patients. For the last ten years, I
have also been engaged in teaching undergraduate medical students in both the
workplace and the simulated setting of the campus based Clinical Skills unit. As part of my
role in medical education, I have regularly conducted clinical assessments both in the
simulated setting of Objective Structured Clinical Examinations (OSCEs) and in the
workplace (WBA). I understand the difficulties of clinical assessment in both settings.
As a member of faculty in the School of Medicine (SOM) at the University of
Wollongong (UOW), and a member of the Board of Examiners for the last six years, I also
understand the frustration from the institution’s viewpoint with clinical assessment
results that often seem to lack reliability and quality. This problem is not unique to this
medical school or even just to this profession (Royal and Hecker 2016).
A couple of years before I began this research, I was teaching and mentoring a student
in my practice for six months as the last part of her longitudinal placement in community
practice. I was aware that this student had been performing poorly prior to this
placement, and had failed one previous OSCE, however she had passed all her previous
workplace based assessments in other placements. During her clinical placement with me,
both I and other clinicians in the practice, noted a number of areas of concern with her
16

clinical performance including an inadequate knowledge base, poor clinical skills
acquisition and minor professionalism issues. Yet she was a pleasant young woman, easy
to get along with, and clearly wanted to please us.
Students were assessed with summative quarterly performance reviews and when the
first review was due after three months, I found myself awarding her a pass (Satisfactory)
grade despite misgivings with regard to her competence. When I talked with her clinical
assessors over the preceding 18 months, they too had had serious misgivings but found
themselves passing her anyway.
I made senior faculty aware of my concerns and tried to help her work on her problem
areas. At the end of the six months, there had been some but not enough improvement
and so with great reluctance and much distress for us both, I failed her with an
‘Unsatisfactory’ grade. It was not that I thought this student would never make a good
doctor but rather that I felt she needed more time at this stage of training to work on
some problem areas before graduation. Senior faculty were unsure of what to do as no
one had ever failed this assessment before in our medical school. Two weeks later they
overturned my decision, passed the student, and she subsequently graduated a few
months later. On reflection, I felt that my expertise as a clinical assessor had been ignored
because it was inconvenient.
This saga sparked my curiosity to understand the ‘failure to fail’ phenomenon in WBA
and its importance in medical training. Inevitably, my experience influenced my initial
thinking around the reasons for the difficulty in failing a student, however as I explored
the literature and reflected on the scenario, I realised there was a broader understanding
to be gained. I then wondered if the system or process could be changed so that this did
not need to happen to future students and assessors. Why did I find it so hard to fail her?
Why had other assessors found it so hard to fail her if that was what was needed? Why
did the institution overturn the results and pass a student who needed more time at that
stage of training?
As I had been involved in the WBA process for some years as an assessor, I started by
identifying what I thought may be the causes of the problem, and acknowledging that
those ideas would inevitably influence how the research would be designed and progress.
I needed to understand this clearly so that I could discern any effect on the results.
My worldview would be best classified as ‘Interpretivist’ as I approached this problem.
There were likely to be multiple perspectives resulting from different experiences with
WBA, and it was probable that the various contributing factors also impacted on each
other in the context, as well as on the WBA result. In Medicine, when there are many
17

treatments for a given ailment, it is usually because no one particular treatment works for
every patient. Similarly, when you look at the problems with WBA and its results, there
are many reasons offered in the literature as to why these problems exist (McQueen et al.
2016), and what can be done about them. If there were a simple solution to the problems,
we would have already solved the issue. Therefore the causes are likely to be
multifactorial. The varied opinions and solutions offered in the literature represent the
different experiences of the authors and their study participants. So ontologically, I felt
there were multiple perspectives on the problem to be considered if I wanted to gain a
deeper understanding of the issues with WBA. If something was to be done to improve
the situation, then a number of interventions would probably be required.
1.3 The Conceptual Framework
Smith and Firth (2011) describe the development of conceptual frameworks to assist in
the analysis of qualitative data and this method was useful for reflection on this problem.
The conceptual framework depicted in Fig 1.1 and described beneath, was the way I tried
to depict and encapsulate my thinking on the subject from the beginning. I continued to
use this structure through the study to show how my thinking progressed and changed
through my research journey. At the commencement of this research, I conceptualised
the issues under five headings: the system (the institution and processes); the clinical
assessor; the mentor relationship; the assessment mark sheet; and the student. I thought
it was possible that all five contributed to the issues.

Fig 1.1 Conceptual Framework
18

The System: The Institution and the Process
Many institutions appear to allocate sparse resources for WBA implementation and
faculty development. Does this mean they place little value on WBA? Perhaps the
institution has not made its WBA purpose and process clear to all stakeholders. Perhaps
the ramifications for a failing student are unclear, or the institution and has not developed
appropriate ways to remediate? There is emerging research indicating that it is possibly
the way we implement WBA that virtually sets the stage for unreliable assessment
(Castenelli et al. 2019, McQueen et al. 2016).
Hypothesis: That the way institutions perceive the role of WBA determines the design
of WBA process, and affects WBA assessment decisions.
Aim: To explore institutions’ use of WBA and relationship with assessors, and ascertain
whether these in turn affect WBA assessment decisions. To determine if changes in
implementation or process of WBA can improve efficacy of results.
The Clinical Assessor:
Currently clinical assessment is designed to suit the student, who wants a fair
assessment and a good learning experience, and the institution which wants a reliable and
defensible way of measuring the student’s fitness to progress to the next stage of training.
It is not primarily designed to suit the clinical assessor who is caught in the middle, trying
to please both sides, and often blamed for ‘poor reliability’. WBA assessors are very busy
clinicians with little time to allocate to training and conducting WBA. Clinical assessors are
content experts but does the process suit them? What do they find difficult about it? They
may be unsure of the purpose and process of WBA, and may feel isolated from, and
undervalued by, the institution they assess for. Perhaps assessors do not therefore feel
engaged in the WBA process? Would training help to address these issues?
Is there an issue here within the profession as a whole regarding an unwillingness to
confront a colleague with poor performance? Perhaps it is more a case of wanting to
protect our young and not jeopardise their future career?
Hypothesis: That assessors are lenient in WBA due to a different perspective to the
institution on the purpose of WBA.
Aim: To determine whether leniency is due to a different assessor perspective on
WBA to that of the institution. To ascertain whether training changes assessor
perspectives and behaviour, and improves WBA usefulness for students and institution.
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The Mentor Relationship:
The complex mentor relationship between teacher and learner in workplace
placement has a number of ramifications. Mentors want to be supportive of their
students and encourage their learning. Might they find it difficult to be critical of their
performance and/or fail them face to face? Is it fair to ask doctors who are clinical
teachers and mentors, to assess as well? Would they be more willing to express any
concerns they have if the process was confidential from the student? How important is
the mentor relationship?
Hypothesis: That the mentor relationship with the student makes objective
assessment difficult, and having to deliver results face to face increases the difficulty.
Aim: To determine the benefits and ramifications of the mentor relationship for
learning and assessment in the workplace. Does quarantining the relationship from
summative WBA result in improved usefulness of WBA results?
The Assessment Mark Sheet:
The use of educational language and grades on the mark sheets may alienate clinical
assessors. Do they struggle to know by what standards they should grade the student? As
content experts, clinical assessors may find it difficult to know the standard expected of
the student at a given point in their learning. Would ease of the assessment due to
simpler mark sheets in more clinical language, translate into greater assessor engagement
and/or results that are more reliable?
Hypothesis: That assessors inflate WBA grades because they find the mark sheets
difficult to understand and use, and they are uncertain of the standards expected.
Aim: To ascertain what effect the type, and wording, of the mark sheet has on WBA
results and what alterations have been shown to improve results. To determine what
assessors feel would make the mark sheets easier to use and to trial their suggestions.
The Student:
Assessment used to determine fitness to progress is high stakes for the student
involved regardless of how much emphasis is placed on the individual assessment item. In
the workplace the assessment can be based on a range of cases seen in that context. Do
students become strategic about gaining the highest grades and so wherever possible,
target easy subjects and lenient assessors? If the student sees summative WBA as just
another ‘hoop to jump through’ rather than using it to enhance their learning, do they
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avoid the difficult cases or known areas of weakness? Do assessors feel pressured by
students to award higher grades?
Hypothesis: That student perceptions of the purpose and usefulness of WBA affects
their behaviour in the WBA process, and in turn the result of the assessment.
Aim: To determine whether student perceptions of the purpose of WBA does affect
their behaviour in WBA and the impact of this on the WBA results. If needed, could a
change of purpose or process of the WBA change behaviour and improve efficacy?
These five hypotheses were my starting point. I began by searching the literature for
what is known about the issues with WBA results and the contributing factors. I then
needed to ascertain the views of assessors in our context on these issues, and what they
thought could be done to improve the situation. Following this I wanted to try out these
suggestions to see what worked.
1.4 Development of the methodology
McMillan describes the epistemology of the Interpretivist worldview as acknowledging
that knowledge can be derived from people’s experiences. “Perceptions and experiences
of both the researcher and research participants affect what is seen and conceptualised.”
(‘Theory in healthcare education research: the importance of worldview’. W. McMillan
Chap 2, p17, from Researching Medical Education, Cleland and Dunning, Wiley, 2015.) So
while defining and acknowledging my own opinions based on my experience, it was going
to be important for me to seek out what others thought as a result of their experiences.
If I wanted to know the opinions and experiences of others, I would need to search the
literature and I would need to seek the opinions of others currently working as assessors
in the WBA field. If context and culture are important components in the functioning of
WBA, then any effort to address the problems would have to take these into
consideration. Other researchers in this field have taken this social constructivist
approach to understanding the phenomena here, and used it to develop theories on the
cause and potential solutions to the problem such as Govaerts and van der Vleuten (2013)
did in their study on WBA validity in real life situations. I wanted to go further and try
implementing the suggestions from other researchers and from the assessors I
interviewed, to see if these suggestions could in fact improve the value of our WBA results
for everyone.
This methodology was inevitably going to involve both qualitative and some
quantitative (to assess results) aspects. I sought a standard research design for this mixed
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method type of investigation. Initially I considered Participatory Action Research (PAR)
(Baum et al. 2006). This type of qualitative research was developed for use in low income
settings. Researchers and participants together gather data, collectively self-reflect to
determine how they can understand and improve a practice, implement an action to
improve, then evaluate by regathering data. The cycle repeats itself iteratively. While
outcomes are not always predictable, PAR aims to put the power to change into the hands
of those involved in the action. This was a problem for my research as the power to
change would of course remain with the institution primarily and not the assessors.
Another research framework that could be of use has been developed by the Medical
Research Council (MRC) for use in healthcare research where complex interventions were
being evaluated. Complex interventions are those that are not only multiple but also need
to find ways of understanding behaviours, values and choices of consumers. While some
have suggested that this framework could be of use in medical education research, a
systematic review of recent research in the field has shown that most medical education
research currently uses only about half of the steps in the MRC framework (Mattick et al.
2013). My research did involve complex and multiple interventions but many of the steps
that are essential to the MRC framework, did not apply to my studies.
Design Based Research (DBR) was a form of research design I also looked at. Hoadley
and colleagues from the Design-Based Research Collective, describe this research in
authentic in vivo contexts, as taking place through cycles of design and development,
implementation, evaluation, and redesign (Hoadley et al. 2003). DBR attempts to address
the problem that educational research is often seen as disconnected from practical
contexts. The aim is to understand how and why the innovation had the effect it did, and
thus hopefully enable others to use it in their contexts. They note that mixed methods are
often required to evaluate the intervention's results and further refine the intervention.
This design seemed very applicable to my ideas for this research.
In his paper ‘Paradigms Lost and Pragmatism Regained’, David Morgan (2007) claimed
that the metaphysical paradigm in research was ‘exhausted’, and needed to be replaced
by a more pragmatic approach which aims to integrate both qualitative and quantitative
research in a practical way. Central to the pragmatic approach is not the abstract pursuit
of knowledge but rather the attempt to gain knowledge in pursuit of a desired end.
Reasoning moves back and forth between induction (converting observations into
theories) and deduction (assessing theories through action), and hence often using
qualitative then quantitative approaches in sequence. This sequential approach to
induction and deduction matched with the research study that I had devised to
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investigate the problem of WBA. Therefore the methodology I used in this research could
probably best be described as ‘pragmatic,’ as I needed to evaluate the solutions suggested
by the generated theories, within the structure of an existing WBA program.
As WBA is situated with the context of the workplace, and in the case of medical
training at least, each workplace is a unique social subculture, I found the social
constructivist approach to theory generation very helpful and note that many others in
the field have used this approach (Castenelli et al. 2019, Crossley and Jolly 2012, Gingerich
et al. 2014b, Ginsberg 2011, Oerlemans et al. 2017). Grounded theory, as a research
methodology, was also useful in theory generation in the first part of my research.
Grounded theory was designed as a method of research to assist the development, rather
than the testing, of a theory. Theory is developed from a systematic analysis of qualitative
and/or quantitative data and is particularly useful in the areas involving social interactions
such as WBA (Kennedy and Lingard 2006). Grounded theory is then said to have
‘theoretical generalisability’ if the findings can be applied in other contexts such as other
clinical teaching situations (Bush et al. 2013).
1.5 The Methodological Process for this research

In broad outline, the method for this research was then designed to cover these steps:
(1) I began by reviewing the literature regarding the issues with WBA results seeking the
experience and theories of other researchers in the field. If they had tried their
suggested solutions, I wanted to know what they had found helpful in their contexts.
I found a gap in the literature here as comparatively few researchers had trialled their
own theoretical solutions in a live WBA context, and reported successful results.
(2) Next I sought the opinions of WBA clinical assessors in the context of this research
regarding WBA and its results. I needed to know what they thought was the problem
and how it could be fixed. This was done via surveys of clinical assessors in both the
workplace and in the simulated setting of the OSCE (for comparison).
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(3) Following this I wanted to further investigate certain areas highlighted by the surveys
that needed more in-depth exploration. I conducted interviews of WBA assessors
regarding training, support, motivation and the difficulties they experience with WBA.
What did assessors themselves think would improve the reliability and efficacy of
WBA results? It was also important to explore further the special mentor relationships
that develop in longitudinal placements in the workplace. What kinds of pressures
does this place on WBA and its implementation?
(4) Having identified some solutions that might work from both the literature and our
assessors, I suggested certain WBA interventions to the medical school for trial in the
study context. As the context for the trial was WBA within an existing curriculum, the
faculty responsible for that curriculum were involved the decision making process
regarding which innovations would actually be trialled. New WBA processes were
trialled over a two year period in the study context.
(5) Evaluating the results of these changes was always going to be a challenge as WBA
results do not lend themselves to the kind of psychometric analysis that can be used
for other types of assessment such as OSCEs (Pell et al. 2010). I used comparison with
OSCE data for the same cohorts of student results as a rough guide, (while conceding
that these are different forms of clinical assessment). Before I started the new WBA,
and again after 2 years of use, I surveyed all stakeholders in the process to ascertain
their perspectives on the efficacy of our WBA.
Throughout the research I kept notes on informal discussions with stakeholders, and
my observations and thoughts as the research progressed. There were many ‘gems’
including quotes and ideas which I recorded in my ‘Author’s Field Notes’. These are
quoted and/or referred to occasionally throughout this thesis.
1.6 Outline of remainder of this thesis
Chapter 2 – Context of research. The second chapter describes the institution and
WBA processes which formed the context of this research. It includes an outline of the
curriculum of the medical school at the University of Wollongong (UOW), especially in
regard to the clinical assessment of the undergraduate students’ competence, and the
problems with the existing WBA results.
Chapter 3 - Literature Review. A wide range of literature was evaluated, looking at the
role of clinical assessment, the place of workplace-based assessment, and the problems
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with this assessment. The theories behind the failure to fail in WBA were explored and
interventions that had shown positive results were of particular interest.
Chapter 4 - The Clinical Assessor Part 1 – Surveys. Understanding WBA from the
viewpoint of our assessors is the central theme of this chapter. It covers the findings from
the surveys of clinical assessors. The initial large survey of workplace assessors defined
areas that needed further research. The chapter also covers the results of a smaller survey
conducted of OSCE assessors regarding their experience of being an assessor. This
enabled a degree of comparison between the two types of performance-based
assessment from the assessor’s stance.
Chapter 5 - The Clinical Assessor Part 2 – Interviews. The survey of WBA assessors in
turn suggested the specific questions used in the in-depth interviews of WBA assessors
undertaken to follow up. These interviews attempted to drill down on issues relevant to
their roles as assessors such as training, motivation, the mentor relationship, difficulties
with implementation, and their view regarding what would improve WBA efficacy.
Chapter 6 – Trial WBA changes: Introduction and Method. This chapter describes the
process of development and implementation of the WBA changes in response to the
literature review and the survey findings. A separate Phase committee oversees
undergraduate training at UOW for each Phase and each committee decided to
implement different changes to their existing WBA. This chapter describes those decisions
and their implementation process.
Chapter 7 – Trial WBA changes – Results. This chapter outlines the results of WBA
following the implementation of changes. I compared the proportion of students with
each WBA grade with the OSCE results for that cohort that year, and with WBA results for
previous cohorts. In response to assessor requests, I tried removing the summative
assessment component from the mentor relationship and ensuring summative results
were not given face to face. The result was a marked reduction in the overinflation of
WBA grades, and small number of ‘less than satisfactory grades’, though there was still a
reluctance to outright fail a student in summative WBA.
This chapter goes on to describe stakeholder satisfaction with the WBA changes.
Results of surveys and interviews before and following changes to our WBA are
summarised for all groups: assessors, students, and senior faculty (institution).
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Chapter 8 –Summary of Findings. In this chapter, I have drawn together and
summarised the results from the three components of this research: literature review,
assessor surveys and interviews, and results of the implemented WBA changes. The
results are discussed using the structure of the conceptual framework.
Chapter 9 - Conclusions, Limitations and Future Directions. This chapter describes the
major lessons learnt. It covers the potential impact of the results, as well as defining the
contribution to the overall knowledge on the subject. I cover the barriers and problems
encountered, and the limitations of this research. The chapter finishes with suggestions
for future research and personal ‘take home’ messages.
References and Appendices: Finally, this section contains the references and all items
attached as Appendices including old and new WBA assessment forms, and all ethics
approvals, survey forms, participant information and consent forms.

26

CHAPTER 2

Context of Research

Plate 2.1: School of Medicine at UOW, Wollongong campus on the south coast of NSW. Many
medical students are based in community practices in the surrounding city.
Illawarra Hub
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2.1 The ‘Graduate Medicine’ (GM) curriculum, University of Wollongong (UOW)
The medical school at the University of Wollongong was the context for this research
and this chapter describes the institution and its processes. The medical school at UOW is
a relatively new and small medical school, which admitted its first cohort of 76 students in
2007. The school’s mission statement is:
“To graduate excellent medical practitioners with a commitment to patient-centred,
evidence-based, reflective and cost-effective medical practice, who have the capacity and
desire to contribute to the enhancement of health care for persons in all geographic
settings, but particularly in regional, rural and remote communities.”
Graduate Medicine (GM) is one of five main programs run by the School of Medicine
(SOM), which also offers courses in Nutrition and Dietetics, Exercise Science, Medical
Science, and Indigenous Health. The School of Medicine is one of a number of schools
situated within the Faculty of Science, Medicine and Health (SMAH) at UOW.
The medical school has a current annual intake of approximately 75 domestic and 15
international students (the majority of whom come from North America). The selection
process is rigorous for domestic students as over 2,000 people apply for the 75 domestic
positions annually. The GM program at UOW is a ‘graduate entry’ program and applicants
are assessed on the basis of their previous university degree and academic record; their
results in a national entry level science examination; a portfolio of their previous
qualifications, employment and rural associations; and their performance in a series of
Multiple Mini Interviews (MMI).
The medical degree at UOW commenced as a bachelor level degree: Bachelor of
Medicine and Bachelor of Surgery (MB, BS). However, in 2017, with minimal upgrading of
the research component in the senior years, the degree received recognition as a Masters
or Doctor of Medicine (MD) program.
Medicine at UOW is a four-year course and the curriculum is structured around four
‘Themes’ which underpin and define the teaching and learning through the course. These
themes run ‘vertically’ through the program and ensure integration from one stage to the
next. They cover the following subject areas: Medical Sciences; Clinical Competence;
Research and Critical Analysis; and Personal and Professional Development.
While the themes define the content of the curriculum, the delivery of this content is
organised through four Phases. These Phases correlate roughly, but not exactly, with the
year of study. The Phases determine the location, time and method of teaching and
learning, as the student progresses through the course (summarised in Table 2.1).
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Table 2.1 Summary of the learning program at UOW through four Phases
Phase 1
18mths

Campus based study covering preclinical subjects such as Anatomy,
Biochemistry, Physiology, Pathology, Microbiology, etc. Introductory
clinical skills taught predominantly in the simulated setting with a few
hours each fortnight on placement in community practice. This is an
integrated, case-based learning curriculum.

Phase 2
12mths

Hospital based learning as the students rotate through placements in
Medicine, Surgery, Paediatrics, Psychiatry and Obstetrics and
Gynaecology at the local referral hospitals. They attend ward rounds,
bedside tutorials and clinics. Students also attend campus one day a
week for lectures and their ongoing Clinical Skills program.

Phase 3
12mths

Longitudinal clinical placement for the year in a community General
Practice in one of 11 centres (or hubs) throughout the state of New
South Wales (NSW), Australia. Students spend two days per week
consulting under supervision in the practice, one or two days per week
in the Emergency Department and wards of the local district hospital,
and one day each week with other students in their hub covering casebased discussions and clinical skills training. All students and activities in
the hub are under the direction of a senior clinician supervisor known
as a Regional Academic Leader (RAL).

Phase 4
6mths

This Phase consists of three terms each six weeks in length:
Elective: Students arrange a clinical placement in a type of practice or
place of interest, many working in developing countries.
Selective: Students arrange a hospital or research placement in a
medical subject or speciality of personal interest.
Pre-Internship: Students must complete six weeks in a hospital
placement attached to a junior doctor to prepare for internship. Some
formal tutorials and teaching are also part of this term.

The main campus of UOW is located in the city of Wollongong in the Illawarra district
on the southeast coast of NSW, Australia. UOW also has a number of other satellite
campuses including one a further south on the coast in the Shoalhaven district at Nowra.
Phase 1 is delivered at both campuses with approximately one third of the students at
Nowra and the remainder at Wollongong. In Phase 2, students undertake placements in
the four local hospitals: The Wollongong Hospital, Shoalhaven District Memorial Hospital,
Shellharbour Hospital, and Bowral Hospital. In Phase 3, students experience a longitudinal
placement for the year in one of eleven ‘Hubs’ (or centres) across the state (see the map
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in Fig. 2.1). Phase 4 sees the students studying in a range of locations across the world as
well as local hospitals as they prepare to become junior doctors.
One of the critical strengths in the UOW curriculum is the placement in Phase 3 for one
year with General Practitioner (GP) preceptors in the hubs. This is a longitudinal
integrated-clerkship model (Walters et al. 2012). The GP clinicians are very engaged in the
teaching, and are most supportive of the program.
Although often all clinicians in the practice contribute to teaching the student, one
clinician is officially appointed as the preceptor for that student. They work extensively
together and within this apprenticeship model, a close mentor relationship usually
develops between preceptor and student.
Approximately 25% of the students are located close to the main campus for their
Phase 3 placement while the remainder are located in hubs across the state of New South
Wales as indicated on the map in Fig 2.1. Thanks to modern technology, contact between
the main centre and the distant hubs is generally not a problem and large group teaching
is delivered online. Phase 3 practices are situated in a wide variety of physical contexts
and the context of teaching has been shown to have some impact on content, student
learning and WBA results (Lee et al. 2019).

Fig. 2.1 Phase 3 Map April 2017, Graduate Medicine showing hub locations
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Therefore UOW makes use of a variety of clinical placements to train medical students.
Rather than focusing on only the traditional training in the hospital environment, UOW
has also chosen to incorporate the community setting into medical student training. As
part of this training WBA is conducted throughout Phases 2, 3 and 4. In Phases 2 and 4 the
WBA are conducted in hospital placements, while in Phase 3 these are conducted in the
community placement predominantly by the preceptor on their own student(s) and hence
within the mentor relationship. While General Practitioners (GPs) are accustomed to
conducting WBA on registrars training in the Rural and GP specialist training schemes,
UOW is a little unusual in its use of GPs to also conduct WBA on undergraduate medical
students.
2.2 Description of Hubs used for longitudinal placement in Phase 3
The number of students in each hub varies from four to over twenty and this,
combined with type of community (metropolitan, regional, rural or remote) means that
the learning experience for the students varies from hub to hub. While some hubs only
host students from UOW GM program, others are run as a collaboration with Medical and
Allied Health students from a number of universities. Each hub is briefly described below
with a few pictures attempting to depict the hub’s unique atmosphere.
1. Illawarra
The Illawarra is the largest hub with approximately 20 students
based in community practices along the coast around and in
Wollongong. Wollongong is a small city, south of Sydney and
classified as ‘outer metropolitan’ with regard to health

*

services. Emergency Department (ED)
training occurs at The Wollongong
Hospital and the Hub day is held at
UOW campus.
2. Shoalhaven
Shoalhaven hub is based in Nowra on the Shoalhaven River. Usually nine students are
based here with ED training occurring at Shoalhaven Hospital. Hub days are held at
the rural campus or at a large community clinic adjacent to the hospital.
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3. Milton/Ulladulla
Currently this is a small hub with four students at any one
time however, it has potential to grow with an increasing
population spreading south down the coast. ED experience
occurs at Milton Hospital and hub days are held in the
teaching space in one of the
larger practices. Classification of
area here is ‘rural’ with regard to
health services.
4. Southern Highlands

As the name suggests, this hub is located inland from Wollongong in the Southern
Highlands area of NSW, and covers a relatively rich farming community. On average
there are eight students based there, and ED and ward teaching occurs at Bowral
Hospital. Hub days are held in the old hospital building pictured.
5. Murrumbidgee
The Murrumbidgee hub covers a large area in southern
central NSW which is an irrigation farming area. Nine
students are usually placed in practices in Griffith, Leeton
and Narrandera. ED experience occurs at Griffith Hospital
and the hub days are held in the teaching facility at the
private hospital which provides an
excellent clinical skills space.
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6. Mudgee

Four students are usually based in Mudgee hub in central NSW. Mudgee hospital and
the two large practices in this rural town are very engaged in teaching students and
understand the difficulties of recruitment of doctors to remoter inland communities.
This area is famous for its vineyards and other agriculture.
7. Broken Hill

Broken Hill in remote western NSW is another small hub with four to six students. This
is a mining town, surrounded by desert and remote farming communities. The
students gain excellent experience with the Royal Flying Doctor service and ED at
Broken Hill hospital. The old hospital, used for teaching, is the centre for hub days.
8. Grafton/Maclean
Based in the northern rivers area of north eastern NSW, this hub also usually has from
four to six students. Towns here are based along rivers and
farming communities make up most of the population. Hub days
occur in the teaching unit at Grafton hospital which also
provides ED and ward teaching for the students.
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9. Lismore
Nine students are placed in Lismore hub, also located in
the northern rivers area of the state. This hub stretches
from Byron Bay on the coast to inland towns like Kyogle.
The large Lismore Base Hospital provides training in ED
and the hub teaching facilities are located adjacent to
the hospital. As in other hubs,
students are also placed in
Aboriginal Health Services.

10. Murwillumbah
This is our most northern hub, located just south of the
Queensland border. Nine students are placed here and
again the hub spans communities from rural to coastal.
ED and hospital teaching are
provided at Murwillumbah
Hospital and the hub day
activities take place in the
adjacent old hospital buildings.
11. Forbes/Orange

This hub has only recently been established and currently has four students. Forbes
Hospital and the Orange Aboriginal Medical Service provide teaching in addition to
the community practices. Located in central NSW, it serves a farming community. Hub
teaching days are now held in Forbes near to the old hospital.
Video Conference technology is also used for distance teaching to all hubs from
Wollongong Campus, and staff from GM regularly visit all hubs during the year.
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2.3 Assessment of medical students in Graduate Medicine, UOW
As with most medical schools, assessment of the ability of the student occurs at a
number of points through their training and uses different modalities of assessment.
Generally, major assessment items are ‘stand-alone’ items and the student must pass
each major assessment in the Phase in order to progress to the next Phase. Remediation
and reassessment are available in all assessment formats for students who are struggling.
Summative written papers occur at four points during the course. Throughout each
Phase, there are also professionalism reflection exercises, research projects, and other
written assignments that contribute to the assessment of the medical sciences, personal
and professional development, and research and critical analysis themes.
Assessment of the student’s clinical competency occurs in different ways depending on
the Phase and the expected level of development of their clinical skills. In Phase 1, clinical
skills are assessed in the standardised and simulated setting only, but in Phases 2, 3 and 4,
students also undergo clinical assessment conducted in the workplace, known as
Workplace-Based Assessment (WBA).
Standardised clinical assessment in Phase 1 consists of Clinical competencies (CCs)
conducted as a single 10-minute assessment of clinical performance in a given subject such
as history taking or cardiovascular examination. Objective Structured Clinical Examinations
(OSCEs), held at the end of Phases 1, 2 and 3, consist of multiple consecutive stations. Each
station is a 10-minute assessment of performance in a specific set of clinical skills or tasks.
CCs and OSCEs use Simulated Patients (SPs), and not only have standardised tasks but also
a detailed rubric for the mark criteria, as is standard practice for OSCE.
Table 2.2 Types of Clinical Assessments in 2016 at UOW
Phase 1

Simulated: 9 CCs over 18mths and an end of Phase OSCE (11 stations)
WBA: Nil

Phase 2

Simulated: 2 CCs in first 6mths and an end of Phase OSCE (13 stations)
WBA: 35 formative CEXs, 14 summative CEXs and 7 summative SPRs

Phase 3

Simulated: End of Phase OSCE (13 stations)
WBA: 16 summative CEXs and 4 summative SPRs

Phase 4

Simulated: Nil
WBA: 12 summative CEXs and 4 summative SPRs
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WBA in Graduate Medicine uses only two types: the CEX (Clinical Examination)
assessed as part of the consultation with a real patient in the clinical setting and averages
10 -15 minutes. The SPR (Supervisor Performance Review), completed by the senior
supervising clinician, is a report of the student’s overall performance and engagement in
the placement during the rotation. The clinical assessments of medical undergraduates at
UOW are summarised in Table 2.2.
Registered clinicians conduct clinical assessments at UOW. Based in clinical practice,
the majority of assessors are members of the distributed honorary clinical faculty. While
clinicians from a range of postgraduate levels and experience conduct OSCEs and CEXs,
generally only senior experienced clinicians are supervisors, and complete SPRs.
Each student at UOW undergoes clinical assessment 92 times in WBA, and 48 times in
CCs and OSCE stations, resulting in 140 individual assessments over 4 years. This is a
minimum as most students also seek many non-compulsory formative assessments and
some will be required to repeat summative assessments. Table 2.3 illustrates the
magnitude of this even for a small medical school such as UOW.
Table 2.3 Number of clinical assessments per UOW student 2016
Clinical Assessment

CCs & OSCEs

WBA

Total

Phase 1 (18mths)

20

0

20

Phase 2 (12mths)

15

56

71

Phase 3 (12mths)

13

20

33

Phase 4 (6mths)

0

16

16

Total

48

92

140

The only way to assess a student’s performance in the workplace (simulated or real) is
to observe them in interactions with patients and their problems in the clinical setting. As
the performance in each interaction is content specific, Newble showed that for an
adequate ‘picture’ of competence, we need multiple observations and for this, we need
many observers (Newble 2004). The use of different types of clinical assessment in
different contexts, in addition to many different observers, is also advocated to inform a
composite picture of student performance (Nair et al. 2017, Wilkinson et al. 2011).
From the institution’s point of view, UOW needs over 12,000 clinical assessments to be
done per year, generally averaging 10 minutes per assessment. This means we require
2,000+ hours of clinical assessment each year from our honorary clinical academics
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2.4 Problems with Clinical Assessment at UOW
After some initial adjustment of procedures and mark sheets, the Board of Examiners
has been comfortable with the reliability of the standardised assessments based in the
simulated settings (CCs and OSCEs), for the last few years. Cronbach’s alpha is a measure
of the internal consistency of an assessment. In OSCEs it indicates how much each station
seems to be assessing similar attributes to the other stations (Tavakol and Dennick 2011),
and an alpha of 0.7 or greater would be regarded as acceptable for high stakes decisions.
The average Cronbach’s alpha for Graduate Medicine (GM) OSCEs sits in the range of 0.66
- 0.76 and, taken with other psychometrics, demonstrates reasonably robust and
defensible results (Pell et al. 2010)..
The grading system in GM consists of a simple system of three grades, and all
assessments use these grades: Excellent (E), Satisfactory (S) and Unsatisfactory (U). Most
of the written and OSCE assessments award (on average): 10% of the cohort an ‘Excellent’
grade, 5% an ‘Unsatisfactory’ grade, and the remainder are ‘Satisfactory’ with some
variation from year to year. (At GM, OSCE grades are determined using the Borderline
Regression Method while written papers use the Angoff method for determining grades.)
The results of the WBA on the other hand have been a source of much dissatisfaction
in discussions at the Board of Examiners and one of the stimuli for this thesis. As an
example of the problem, the 2016 results for Phases 2, 3, and 4 are summarised in Table
2.4 below and the discrepancies are obvious. The WBA results have been markedly
elevated compared with OSCE results, with up to 70% of CEXs and SPRs graded as
‘Excellent’ (see Table 2.4).
CEX mark sheets often have all fields ticked whether or not all skills had been part of
the assessment. The Board of Examiners of the medical school therefore regarded WBA
results as unrealistic and poorly defensible. It is of course possible that 70% of students
are indeed ‘Excellent’ at WBA, but this seems less likely as some of those same students
fail their OSCE. While acknowledging that OSCE and WBA are different forms of clinical
assessment, there should be some consistency between the two (Casey et al., 2016), and
personal knowledge of individual student performance has lead senior faculty members
to agree that the OSCE scores were more realistic at this point.
The results for 2016 were typical of the results from the preceding years. I have
presented them as percentages of the cohort who achieved the specified grade, rounded
to whole figures, for ease of comparison.

37

Table 2.4 Results of summative clinical assessments in June 2016
Phase

Assessment

Unsatisfactory

Satisfactory

Excellent

2

WBA - CEX

0%

57%

43%

Total no. of
students 75

WBA - SPR

0%

53%

47%

OSCE

13%

87%

0%

3

WBA - CEX

0%

32%

68%

Total no. of
students 77

WBA - SPR

0%

40%

60%

OSCE

5%

91%

4%

4

WBA - CEX

0%

29%

71%

WBA - SPR

0%

35%

65%

Total no. of
students 77

Preceptors in the workplace conduct CEXs (Clinical Examinations), while supervisors
mark the SPRs (Supervisor Performance Reviews). The CEXs results ‘feed into’ the SPRs
and so naturally these would be expected to correspond strongly. (N.B. Phase 4 do not
have an OSCE.)
2.5 A note on reflexivity
The fact that I continued to work in the fields of clinical education and assessment at
UOW, while conducting research into clinical assessment at the same university, was a
potential conflict of interest. I attempted to address this as follows:
•

Although I have previously conducted WBA on our medical students while in
General Practice for a number of years, I ceased clinical practice at the start of 2016.
Therefore, I was not engaged in WBA for any students in the workplace during the
research into, and trial of, the new processes.

•

I have also been an assessor for all our OSCEs in the medical school since 2009.
However, since becoming Theme Coordinator for Clinical Competence I have been
responsible for the academic development of stations and general oversight of the
OSCE. This means that I rarely if ever actually assess in the summative OSCEs now,
as I am required for administration and ‘trouble shooting’ on the day. So again, I
have been removed from the actual assessment process during the research.

•

Any student data or results that I dealt with for the purpose of this research were
de-identified and aggregated by an independent staff member (our assessment
officer at GM). This did not require extra work of this officer as this data is already
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produced by this officer and made available to the relevant academics and faculty
members. I would normally have access to this data as part of my employment, but I
obtained Ethics approval to use it in my research.
Despite the efforts described above to ensure I remained as distant as possible from
the assessment processes and collection of results, it would be unrealistic to believe that
my viewpoints had no impact on the design and implementation of the research.
Although I attempted to be dispassionate in evaluating the impact of the changes and
hence limit reflexivity, of course I hoped that the new WBA would show some
improvements. However, I have tried to describe this research as the journey of discovery
it was for me.
The Board of Examiners and other senior faculty at GM are of course aware that other
institutions struggle with similar problems with WBA and that there is much emerging
research in this field (see Chapter 3). This thesis explores the findings of that research,
attempts to analyse the problems in the WBA at GM, and documents the trial and results
of new processes of WBA in the context of our undergraduate medical training program.
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CHAPTER 3

Literature Review

Plate 3.1: Nowra Bridge over the Shoalhaven River adjacent to the Shoalhaven Memorial
Hospital and Nowra Super Clinic student placements.
Shoalhaven Hub
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The aim of the literature review was firstly to ascertain what is known about the
difficulties implementing and conducting WBA, and especially the ‘failure to fail’ problem.
Secondly, the literature review aimed to determine what interventions have been shown
to improve WBA results in these aspects.
I conducted an initial search in September 2016 across two decades of published
research in the English language literature, using the databases: Scopus, Medline,
Educational Research, Complete + ERIC and PsycInfo. The key words used were ‘assessor
OR rater OR examiner’, AND: - educational measurement OR cognitive processes OR
observer variation
– Clinical examination OR Objective Structured Clinical Examination
-Workplace Based Assessment OR Performance based assessment
The terminology around clinical assessment, which differs internationally, complicated
the search. Medical assessors may be referred to as ‘assessors’, ‘examiners’ or ‘raters’;
assessees may be referred to as ‘students’, ‘candidates’ or ‘trainees’; and the words
‘assessment’, ‘evaluation’, and ‘examination’ in medicine can refer to the situation in
which either a student is being tested, or a patient with a medical problem is being
reviewed for diagnosis and management.
While medical assessment was the focus, papers on clinical assessment of students in
the fields of nursing and other allied health disciplines, dentistry and veterinary science
were included as these have many areas in common with medicine. Over the years that
this research has been conducted, further papers and books have been published in this
field and other reading was recommended to me by colleagues and supervisors.
3.1 Learning Contexts in Medical Education
The development of a competent medical practitioner takes many years of both
undergraduate and postgraduate training. Depending on the institution and curriculum,
the training will usually commence in a university setting focussing on the acquisition of
the necessary pre-clinical knowledge prior to live patient interaction. Medicine is said to
be both a science and an art, and much of the knowledge-based ‘science’ of medicine can
be taught in standard lecture and tutorial formats. The ‘art’ of medicine however, in
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which knowledge is applied at the individual patient interface, is more complex to teach
and so at some point, the student will commence learning in the clinical setting or
workplace. This is usually in a supervised or apprenticeship-style teaching model.
The traditional clinical setting for workplace learning is the hospital, where students
can be rotated through various disciplines of medical practice and are taught by
specialists and senior clinicians in that discipline. The model usually involves students in
small groups following the ward rounds conducted by the treating team, with teaching
happening ‘on the run’ at multiple levels as junior doctors also receive training from the
consultant simultaneously. Bransford et al. (1999), in a study on the way people learn,
demonstrated the gulf between experts and novices in their thinking processes. They said
that although experts know their discipline thoroughly, it does not guarantee they are
able to teach others well, especially in complex contexts. Nilsson et al. (2010) concurred
with this in an observational study of pedagogical strategies used in teaching clinical
medicine. The authors (who are educationists) point out that some of the strategies used
by experts can actually undermine student confidence and learning. This occurred
especially when the senior clinician ‘takes over’ the patient interview or examination from
the learner if they are not doing well. Interestingly, these critiques highlight the difference
between educational contexts where the focus is on the student, and clinical contexts
where the primary focus for the clinician teacher is on the patient and their care.
From 1997 onwards, programs utilising Longitudinal Integrated Clerkships (LIC) were
developed in which the senior medical student is placed in a primary care setting for up to
twelve months to become more ‘integrated’ into the clinical team, and the care of
patients in their community. A number of medical schools in countries such as Canada,
and more recently Australia, have begun integrating LICs into their curriculum. Walters et
al. (2012) noted that the academic results for students trained in these settings appeared
just as good as those trained in hospital settings, and that more of these students
subsequently chose to move to primary care and rural communities to work. They also
noted that while there is a tension for preceptors anywhere between care for the patient
and teaching students, this tension is less of a problem in the LIC setting because the
relationship becomes more collaborative. Birden et al. (2016) concurred that LICs are a
good learning opportunity for senior medical students and with others also noted that the
collaborative relationship: enhanced learning; enabled students to act at the intern level
of independence; and improved professional identity formation (Pugh and Hatala, 2016).
LICs have been shown to improve recruitment to areas of workforce shortage such as
primary and rural care (Bartlett et al, 2019). Additionally most medical schools in Australia
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now incorporate some placement time in General Practice for medical students as it is
recognised as a suitable workplace resource for medical education.
With so much medical teaching and learning happening in the workplace, there was a
need to develop appropriate assessment in these workplaces to monitor student progress
and achievement.
3.2 Clinical Assessment (Performance-based assessment in medicine)
The ‘science’ of medicine, (the student’s knowledge and to some extent, their ability to
apply that knowledge to a clinical situation using clinical reasoning and decision making),
can be undertaken using a range of written assessment formats. These written
assessments have been widely used for many years and the results are generally seen as
both dependable and defensible (Epstein 2007).
However, the practical application of medical knowledge in the interface with a
patient, which students learn in the clinical setting or workplace, is also important to
assess. Clinical assessment tests the student’s ability to perform various skills pertaining
to the practice of medicine such as history taking, communication, examination, and
performing procedures, etc. (Smee, 2003). Clinical reasoning and clinical decision making
under pressure are essential accomplishments of the medical student that require
assessment before they are certified as being fit to practice. Clinical assessment can also
be used to assess behavioural components of medical practice (especially in the
workplace), such as the way a student puts their knowledge and skills together to relate
to patients and colleagues, and contribute to the diagnosis and management of their
patient’s problems (Norcini 2003).
Miller’s Pyramid (Fig.3.1) diagrammatically
demonstrates the importance of Clinical
Assessment. While written forms of assessment
can adequately assess the ‘Knows’ and ‘Knows
how’ sections, clinical assessment is additionally
used to assess the ‘Shows how’ and ‘Does’
Fig. 3.1. George Miller’s Pyramid of
Competence (1990)

sections of the pyramid demonstrating the
acquisition of clinical competence (Crossley and
Jolly 2012).

Clinical assessment basically falls into 2 types (Casey et al., 2016):
1. Standardised – often using the simulated setting such as Objective Structured Clinical
Examinations (OSCE) in which assessors try to give every student exactly the same
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patient case and tasks. This may deconstruct the consultation and focus on the
individual tasks (Casey et al., 2016).
2. Non-Standardised – usually conducted in the workplace setting (WBA) with real
patients in which every case is different. This assesses the student as they perform
multiple tasks simultaneously and can be very context dependent (Lee et al. 2019).
While standardised clinical assessment such as OSCEs test individual skills almost in
isolation, and often in the simulated setting, non-standardised WBA tests combinations of
skills in the real workplace. Smee (2003) contends there is a place for both types of
assessment. In an interesting study, Casey and colleagues (2016) showed that all clinical
assessment scores have some predictive value for future clinical performance.
Furthermore these clinical assessments can help to identify students who may benefit
from extra help in the early years of the medical program (Gormley, 2011).
While ideally the only major
variable in assessment should be
the student, as depicted in Fig 3.2,
in clinical assessments there are a
number of causes of score
variance to consider.

Fig 3.2 Sources of Score Variance in Clinical Assessment
In OSCE the patient, problem, and context can be standardised to some extent (Casey
et al.2016). This is not possible in WBA, and furthermore the assessor remains a variable
affecting the reliability in both standardised and non-standardised assessments (Sebok et
al. 2015).
While the standardised mark criteria and schedules of OSCEs definitely improve
interrater reliability (Pell et al. 2010), it is still a subjective assessment by the assessor.
Without standardisation of the assessment scenario, WBA further struggles with
interrater reliability. Van der Vleuten and Schuwirth (2005) point out that useful
assessment in WBA does not depend on ‘objectivity and standardisation’, but on a broad
sampling of content, suggesting rather that multiple WBAs need to be conducted to get a
fuller picture of a student’s performance. They agree, however, that clinical assessment in
the workplace should have a higher validity than other forms of medical assessment, as it
is ‘authentic’ assessment at the interface with real patients and their real problems (van
der Vleuten and Schuwirth 2005).
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3.3 Types of Workplace-Based Assessment (WBA)
Most training institutions use different types of WBA as part of their suite of
assessments and the following are commonly used and described (Crossley et al. 2011;
Ingham et al. 2015; Kogan et al. 2009).
•

Clinical Examination (CEX) – often referred to a ‘mini’ CEX as it may comprise of a
component only of the patient consultation being observed by the assessor (Alves
de Lima et al., 2013). Kogan et al. (2009) claim that the CEX has the most evidence
and has been widely used for summative WBA, while noting that it was originally
designed to be a tool for feedback only and not for use as summative assessment.

•

Long and Short cases –student examines an allocated patient and then presents the
case and answers questions from the assessor. Wilkinson and colleagues
demonstrated that combining a number of long and short viva cases can increase
interrater reliability (Wilkinson et al. 2008; Wilkinson et al. 2010).

•

Direct Observation of Procedural Skills (DOPS) – the student performs a procedure
such as IV cannulation on a patient and is assessed while doing so. They are marked
against a standard criteria checklist for that procedure (Kogan et al. 2009).

•

Case Based Discussion (CBD) – usually based around the case notes of a real patient
on which the student is asked to present/discuss issues and answer questions
(Atkins et al. 2016).

•

Supervisor Performance Review (SPR) – usually completed by the student’s
supervising clinician on their performance over a number of weeks. The type of form
was not seen as important and supervisors understand the value of written
comments (Dudek et al. 2016).

•

Multi Source Feedback (MSF) – a composite of performance reviews by a number of
people who worked with the student through that term, such as their supervisor,
colleagues/peers, nursing and or practice staff, and sometimes patients (as in the
case of a 360o Feedback), (Moonan-van Loon et al. 2013).

•

Portfolio – the student records and reflects on the patient cases they have seen in
their clinical placement. Van Tartwijk and Driessen (2009) showed these were useful
for learning because they encourage reflection by the trainee, but good mentor
feedback was required to maintain student engagement.
Various studies on these different types of WBA have demonstrated varying degrees of

efficacy. According to Alves de Lima et al. (2013), the CEX and the SPR are perhaps the
most commonly used and validated, although Lorwald and colleagues (2017) contend that
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many assessors do not understand the CEX and hence do not use it properly as a teaching
instrument.
Van der Vleuten and Schuwirth (2005) in their landmark paper on assessment,
demonstrated that multiple assessments were needed for reliability regardless of the
type. When van der Vleuten (2016) revisited this article he commented that each single
type of assessment has so many flaws it was not adequate as an assessment in itself,
suggesting both the need for multiple assessments of each type, and the combined use of
multiple types for an assessment program. Others concurred and caution against relying
on one type of assessment (Epstein 2007, Wilkinson 2007).
The power of Composite WBA has been demonstrated in a number of studies. In
Composite WBA, a carefully selected number of various types of assessments, such as
CEXs, DOPS, CBDs and MSFs are used. Results are combined into a composite grade and
this has been shown to increase the reliability of the WBA, while decreasing the number
of each type of assessment required (Moonan-van Loon et al. 2013; Nair et al. 2017).
Schuwirth (2004) however, advises care with how results of various types of tests are
combined. He claims that if all the various assessments are added together to form one
composite mark we risk getting false positives (students who pass who should not), but if
every assessment is a standalone hurdle, we risk false negatives (students who fail but do
not deserve to). Getting the mix of assessments and scores right is important (Hays et al.
2015; Schuwirth 2004).
3.4 Purpose of Workplace-Based Assessment (WBA) in Medical Education
One thing that occurs repeatedly in the literature is that assessment must be designed
with the purpose clearly in mind (Wass et al. 2001). In their ‘Practical Guide to Medical
Student Assessment’ Amin et al. (2006) describe the following purposes:
A. “To determine achievement of the set learning objectives
B. To support and understand student learning and process
C. For certification and judgement of competency
D. To develop and evaluate curriculum and teaching
E. For prediction of future performance”

(Chapter 1, p. 4)

Hays (2008) defines a difference between the goals of assessment and the purpose of
assessment. He says the two goals are: that students who demonstrate achievement of
the learning objectives should be rewarded; and to ensure that students who proceed to
the next stage have met the requirements to do so.
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Summative Assessment
Assessment that determines whether or not the student has passed a given stage and
may progress to the next is described as ‘Summative’ assessment and is seen as ‘high
stakes’ for the student, because the result may have important ramifications for life and
career (Armin et al., 2006). The stakes are also high for the assessing institution not only
because the training of medical students is expensive for both governments and students,
but also because a mistake in progressing a student who is not yet ready, could cost a
future patient their life. It is imperative therefore that the assessing institutions ‘get it
right’ (Newton 2007). Summative assessment not only determines what the students
study; but the very way they are assessed (including the design of the mark sheet), will
influence the way they study and practise for the assessment (AL Kadri et al. 2011;
Wormald et al. 2009). Summative assessment can also affect student performance due to
stress or nervousness and thus disturb reliability (Schuwirth 2004).
Formative Assessment
Assessment that that does not have any ramifications for end of stage evaluation and
progress (no stakes) is described as ‘Formative’. The goals in this type of assessment
include giving the student feedback to help them define their learning needs, and /or
provide an opportunity to prepare or practise for an upcoming summative assessment.
This type of assessment is discussed more fully in the next section 3.5.
Multi-purpose assessment
In his comprehensive paper on the purposes of assessment, Newton (2007) begins by
pointing out that institutions and students use assessment results for many purposes and
that sometimes this includes purposes for which the assessment was neither designed nor
intended. He debates the distinction between ‘formative’ and ‘summative’ at length but
does agree that the distinction has helped to develop the concept of assessment being
part of the learning process (Newton 2007). He claims that we can combine purposes and
give feedback on a summative assessment provided the prime purpose of the assessment
is clear to all. Other authors disagree and claim that using assessment for mixed purposes
creates mixed agendas for everyone (Fraser 2016). Elder (2014), concurs and neatly
describes the struggle of trying to use WBA designed for formative (no stakes) feedback,
as a defensible summative assessment, or vice versa.
Programmatic Assessment
In an effort to address the need for assessment that meets both purposes,
programmatic systems of assessment have been developed. These move from a single
end of curriculum barrier exam to more frequent assessments during the whole course
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that not only contribute to the final summative decision, but also aim to provide the
student with feedback along the way in time to address any deficiencies (Wilkinson et al.,
2011). These smaller assessments are designed to be ‘low stakes’ as each item contributes
only a small part to the final summative result. Wilkinson et al. (2011) showed that this
model for Workplace-Based Assessment (WBA) could help in combination with other
interventions, while others claim it has little value in WBA (McGill et al. 2011). Pugh and
Regehr (2016) suggest that the difference in these findings may well hinge on the impact
of ‘low stakes’ (as in programmatic) as opposed to ‘no stakes’ (truly formative)
assessment, to both student and assessor. Bok et al. (2013) used programmatic
assessment in the workplace with the intention of improving feedback to students, but
found that students increasingly perceived it as summative assessment because it
contributed to their final grade, and so began ‘gaming’ the system to improve marks,
rather than seeking feedback for learning.
Duitsman and colleagues (2019) showed that supervisors have become so aware of
this that they basically ignore the ‘low stakes’ CEX marks, in favour of gathered opinions
regarding the trainee’s competence. Other studies have also shown that supervisors make
their ‘performance review’ decisions on everything they know and have observed about
the student, rather than on a given assessment task or mark sheet criteria (De Vos et al.,
2019, and Castanelli et al., 2019).
In a study recently conducted on the WBA of trainee anaesthetists, Castanelli et al.
(2019) demonstrated that assessors who were also teacher/mentors found that having to
make grade decisions was a strain. They felt conflicted in their programmatic WBA
assessment program which required them to make supposedly low stakes decisions that
contributed to a high stakes decision. Tweed and Wilkinson (2019), acknowledge this and
have gone a step further in this process suggesting the need for a more formal way to
amalgamate low stakes assessment and clinical tutor opinions regarding competence, to
enable committees to make the high stakes summative decisions.
The prime purpose of an assessment undertaken in the workplace would then appear
to be important in determining the way both students and assessors conduct that
assessment, and therefore have an impact on the grades awarded. WBA, whose purpose
is in any way summative (low stakes or high stakes), could be contributing to grade
leniency and the failure to fail.
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3.5 Assessment for Learning and the role of Feedback
Assessment for Learning
The second purpose of medical student assessment described by Amin et al. (2006) is
to facilitate student learning. This purpose has gained popularity in recent years with use
of assessment to promote learning signalling a change in the direction of assessment
development. Wass et al. (2001) claim that well-designed assessments help inform the
student’s learning needs and determine their knowledge gaps, and Al Kadri et al. (2011)
point out that even the student whose learning is not well self-directed, will be driven to
apply themselves to their study by the threat of an upcoming assessment task.
‘Assessment drives learning’ is a mantra that is as true for medical students as it is for
most other learners (Wormald et al., 2009). As a result, assessment both drives the
student to study, and determines what and how they will study (Rushton 2005; Wormald
2009). Poorly designed assessment can divert a student to learning that is inappropriate in
method or content. Fastre et al. (2010) noted that this applied to performance based
assessment too, and demonstrated the difference in student learning depending on
whether the assessment was simply ‘performance-based’ as opposed to the deeper
learning that occurred when the assessment was designed to be ‘competence-based’.
Medical students have a large amount of content to cover and will inevitably focus on
what they expect the assessment will cover (Wormald et al., 2009).
This adage is also true for WBA. Successful students will see WBA as an opportunity to
gain feedback on their performance and identify deficiencies (Mitchell et al., 2013).
However, Mitchell and colleagues also demonstrated that students who are struggling
often use WBA differently, and may deliberately seek ‘soft’ assessors and easy subjects to
gain a pass rather than to extend their learning.
Hays (2008) makes the classic observation that if assessment drives learning, then it is
important we ensure that it “drives learning in the right direction” (p. 25, para 1). As
McLachlan (2006) pointed out, ‘assessment drives learning’ is a simplistic statement
because there are a number of ramifications, including that assessment may only drive
learning for assessment, which may well be very superficial learning.
The important skill of Giving Feedback
Formative assessment can be particularly helpful for supporting learning, as well as
encouraging self-reflection and reassuring the student (Epstein 2007). However, for
formative assessment to be effective in supporting learning, the feedback is a very
important component (Hays et al. 2015; Lorwald et al. 2018; Playford et al. 2013). Hays
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and colleagues also noted that poor feedback is a common complaint made by students
who fail subsequent summative assessments (Hays et al., 2015).
According to Newton (2007), the concept of ‘Formative’ assessment was described
first in the 1970’s by Scriven and Bloom, while a formal process and structure of
‘Feedback’ was not described till the 1980’s by Sadler, and implemented in the 1990’s
(Rushton 2005). While feedback is important for student learning, it can be difficult for
clinical assessors to understand and implement (Nilsson et al., 2010). This is particularly
true when many senior clinicians in current practice trained at a time when there was no
such thing as truly formative assessment with structured feedback. Junior clinicians, who
are more likely to have experienced the value of structured feedback, have been shown to
give better quantity and quality feedback, possibly because they are closer to the student
stage, as well as being more aware of the learner benefit (Chang et al. 2017).
In a study designed to examine the results of different types of feedback, Butler (1987)
demonstrated that the most useful type of feedback was a structured description of the
performance observed, combined with hints on how to improve. She also noted that the
least useful form of feedback comprised of just grades or marks.
Some clinicians see Formative (no stakes) assessment as actually being ‘teaching’ and
not ‘assessment’ as such. However, it can be structured to encourage quality feedback as
demonstrated by Chang et al. (2017). In their interesting study conducted in a busy
Emergency Department, the authors asked assessors to give feedback under three
headings and observed the completion rates: 1. ‘What was done well’ – completed by
85% of assessors; 2. ‘What could be improved’ – completed by 55% of assessors; and 3.
‘Agreed action plan’ – completed by 30% of assessors. While the order on the mark sheet
may have caused the declining rate of completion due to the assessors being busy, the
authors believed that this was because the assessors found it easier to give positive
feedback and avoided negative or ‘constructive’ feedback. Chowdhury and Kalu (2004)
suggest that some medical teachers avoid giving negative feedback to students because
they were so ‘bruised’ by it themselves as students.
Ramani and Krackov (2012) note that training in giving feedback should be an
important component of assessor training, as good quality feedback can be a powerful
learning tool. Others have suggested that it is time for clear competencies in teaching and
assessment to be defined and expected of clinical teachers (Dewey et al. 2017). An
interesting recent development of a validated tool to assess the quality of the feedback
being given, should help with training and monitoring assessors in this skill (Halman et al.
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2016). This nine-point checklist is designed to be used to rate an assessor giving feedback
to a student, and could be useful in assessor training on giving feedback.
3.6 The Failure to Fail
The failure to fail is probably seen as one of the biggest problems with WBA. In a very
comprehensive systematic review of the literature on this aspect of WBA, Yepes-Rios and
colleagues identified 35 reasons why clinical assessors fail to fail struggling students
(Yepes-Rios et al. 2016). The authors classified these reasons into six groups, which they
referred to as ‘Barriers’ pp. 1,094-1,096.
“1. Assessor’s professional considerations”: It is more work to fail a student and
assessors feel they do not have enough time with the student to be ‘sure’. They are also
afraid of legal consequences or litigation if the student appeals. They are concerned about
how a failure would reflect on their teaching and professional standing and fear it could
create a poor working atmosphere in the placement (Cleland et al., 2008).
“2. Assessor’s personal considerations”: They feel guilty and a sense they have
personally failed if they fail a student, (especially junior assessors). They struggle with the
conflict between supporting the student and assessing them, and if they dislike the
student, they are concerned they are biased. Some assessors find failing a student takes a
huge emotional toll and/or do not want to engage in conflict with angry or defensive
students (Nair et al., 2015).
Other authors have confirmed that assessors have even felt threatened by angry or
defensive students (Nair et al. 2015). In a study comparing giving the grade and written
feedback comments to students face to face, with the same not given face to face, Colletti
(2000) was able to demonstrate the depth of this problem. The author showed that when
given face to face, there was a marked inflation of grades and that this was most
pronounced in students with poorer performance. Colletti concluded that faculty were
reluctant to address clinical deficiencies when they have to confront a student directly.
This would suggest it is the face to face nature of giving summative ‘Fail’ grades to the
student that is difficult, if not impossible.
“3. Trainee related considerations”: Assessors worried about the effect failure might
have on the student and were concerned about the student’s emotional distress, future
career and financial security. Assessors were reluctant to fail in initial training in case they
improved, and were reluctant to fail later in training because by then it was too late
(Wilkinson et al. 2011). They were also reluctant to fail if they thought the student was
aware of the problem and working on it themselves.
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“4. Unsatisfactory assessor development and/or evaluation tools”: Assessors felt
unprepared, inexperienced and lacking in confidence (Tweed and Ingham 2010). They
doubted their own judgements and therefore gave the student ‘the benefit of the doubt’.
They were unsure of standards expected at different stages of training and struggled with
the mark sheets (Berendonk et al. 2013). They wanted more training in managing failing
students. The study by Berendonk et al. (2013) highlighted the importance to the
assessors of not only the design of the mark sheet, but the actual process or system of the
assessment including when, how, and by whom it is conducted.
Dudek et al. (2005) noted that supervisors admit they are reluctant to fail even though
they can recognise a poor performance, because they feel they do not have enough
information and are unsure of how to document their decision process.
“5. Institutional (and professional) culture”: Assessors sometimes perceived institutions
applied pressure on them to pass underperforming students because they needed to
maintain their funding and reputations. Assessors felt unsupported by their institutions
and perceived the ‘passing’ or ‘upgrading’ of failing students as a betrayal. Assessors also
felt angry towards previous assessors who should have failed the student earlier.
Further to the reasons assessors give for failing to fail, there are another couple of
possible ‘hidden agenda’ items to do with the profession as a whole. Watling and
Ginsberg (2019) suggest that professions such as medicine have deeply embedded
cultural norms for things like assessment. They claim the strong need to maintain 'face' in
medicine causes assessors to 'hedge' negative feedback with politeness, and be lenient
with grades, especially when close to the pass mark. Doctors take the responsibility of
training future members of their profession very seriously, while also remembering their
own mistakes in junior years, so perhaps it is also a case of ‘protecting their young’?
Another possible aspect of the culture within the medical profession relates to the
profession’s reluctance to confront colleagues who are underperforming. Baker (2004)
uses the case of Harold Shipman, convicted of murdering patients, to call for the
profession to take responsibility for monitoring its own, holding them accountable for
poor performance, and removing them from the profession if needed.
“6. Considerations of available remediation for the trainee”: Some assessors were
concerned that there were few remediation options available and they wanted to ensure
that the student could “exit medicine with dignity” before they failed them (Yepes-Rios et
al. 2016, p1,096). Bellini et al. (2019) concur suggesting that some of the failure to fail
issues could be dealt with by providing ‘compassionate off-ramps’ for struggling students.
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Other authors have also identified many of the same reasons in their investigations
into the barriers to meaningful assessment (McQueen et al. 2016; Cleland et al. 2008;
Bush et al. 2013).
Wilkinson et al. (2011), demonstrated that introducing an option of a ‘Conditional
Pass’ grade enabled assessors to identify an underperforming student without having to
fail the student and thus incur all the sequelae mentioned above.
An additional aspect to a failure to fail phenomenon seen in WBA, are the elevated
grades also noted by institutions (see for example Table 2.4). The observed WBA
phenomenon of assessors appearing to tick all boxes, whether or not that skill had been
conducted in the assessment, and to ticking the ‘excellent’ category for almost
everything, has been described by researchers in the field (Daelmans et al. 2016;
Gilberthorpe et al. 2016). This has led some to claim that students see WBA as something
of a joke and a ‘tick box’ exercise, and they simply seek out the easy assessor to get the
required number of assessments done (Gilberthorpe et al., 2016). Students and assessors
alike may then see WBA as ineffective as a tool for teaching or assessing (Norcini and
Burch 2007).
However, when assessors just tick all the boxes, perhaps they are just ‘voting with
their feet’ and saying the exercise is meaningless to them, and the purpose unclear? This
problem manifests itself across the spectrum of medical training, as Bindal and colleagues
demonstrated in a very interesting study on the attitudes of Paediatric registrars to WBA.
In their study they found that that although the registrars said they knew what WBA was
supposed to be for, most felt it was not a true reflection of their abilities and the feedback
did not provide advice on how to improve. They also found that the experiences of
students with WBA as undergraduates, affects the way they subsequently engage with it
as post graduates (Bindal et al. 2011).
The ‘Failure to Fail’ and the elevated grades awarded in WBA have had major impacts
on the perceived reliability of WBA as a tool for student assessment, and measuring WBA
reliability is a difficult problem (Govaerts et al. 2007; Harasym et al. 2008). Recent
researchers in the field have tried to unpick some of the issues around poor reliability
such as the effect of assessor training and design of the tools (Kogan et al. 2015; Kogan et
al. 2017; Lorwald et al. 2018; Norcini 2003; Poole and Boland 2016). In a focussed
analytical literature review on reliability in WBA, McGill et al (2011) concluded that
improving reliability would necessitate identifying what assessors could reliably assess,
and designing the assessment around that, but noted this might reduce the validity of
WBA assessment.
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Stakeholders accustomed to traditional assessment methods may equate reliability
with ‘objectivity’, but clinical assessment is, by its very nature, a subjective assessment.
Van der Vleuten warns against trivialising clinical assessment by trying too hard to make it
standardised or ‘objective’. He points out that expert judges should be used to assess
complex skills and argues that subjective expert judgement can be very reliable (van der
Vleuten et al. 1991; van der Vleuten et al. 2010). While some authors feel that “total
standardisation and objectivity are neither possible nor necessary, and may not even be
appropriate” (St-Onge et al. 2016, p.639), other authors allude to the frustration of
institutions with regard to the hyperinflation of their WBA results (Yepes-Rios et al. 2016).
Interestingly, Yepes-Rios et al.’s (2016) systematic review also identified a number of
factors that ‘enabled’ assessors to feel comfortable about failing a poor student. This
included such things as: feeling that they have a strong moral duty to future patients to
uphold standards and not put patients’ lives at risk; feeling supported by the institution
when they have concerns about a student; a strong assessment process with clearly
established criteria for a pass; and knowledge of the remediation structures in place for
the failing students. Other authors have also noted that concern for patient safety should
be a major domain in clinical assessment, and suggest that if the emphasis was on this
dimension, there would be less interrater variability (Kogan et al. 2014; Pangaro and ten
Cate 2013).
3.7 Factors influencing WBA assessor judgements
Research into the causes of poor reliability in WBA has demonstrated that in addition
to the non-standardised content and variable contexts, the clinical assessor is one of the
major causes of score variance (Bartman and Smee 2013; Pell et al. 2010). However, by
necessity, WBA involves a large number of clinical assessors.
The clinical assessor is not a single standardised marking instrument but a complex
human being with many influences on their judgement process. The literature, as
summarised below, indicates that there are many aspects that may influence the
decisions made by clinical assessors including: clinical expertise, training and experience in
assessment, cognitive processes, biases and levels of fatigue at the time, among other
things (summarised in Fig. 3.30. While most of the studies examining the factors that
influence assessor judgements draw on OSCE data, many of the findings apply equally well
in the WBA setting.
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Fig. 3.3. Factors influencing assessor judgements
Cognitive Processes used by clinicians in assessment
Boursicot and colleagues state that clinicians are hard to standardise because they
think independently (Boursicot et al. 2010) and this is a function of both their training and
their work as clinicians. Rather than seeing this as a limitation, van der Vleuten and
Schuwirth (2005) point out that we should in fact embrace this diversity as it adds to the
quality of the assessment. Studies show that although two clinicians seeing a patient will
generally arrive at the same diagnosis, they will often do so for different reasons or having
used different diagnostic thought pathways (Brazeau-Lamontagne et al. 2014; Pelaccia et
al. 2011). This independent diagnostic approach to problem solving is also used by
clinicians when assessing the clinical competence of a student (Chahine et al. 2016; Sebok
and Syer 2015; Yeates et al. 2013).
In a series of three papers on the subject of assessor idiosyncrasy, Gingerich and
colleagues explore the assessment processes of assessors from the perspective of social
judgements. They conclude that assessors are not really ‘trainable’, nor excessively
‘fallible’, but rather ‘meaningfully idiosyncratic’ (Gingerich et al. 2014a; Gingerich et al.
2011; Gingerich et al. 2014b; Sebok and Syer 2015).
Pelaccia et al. (2016) suggest that other things can also affect a clinician’s thought
processes such as being busy, distracted, tired, hungry, bored or ill. Emotions too can play
a part, although experience and ‘emotional intelligence’ can enable clinicians to override
this effect to some extent (Pelaccia et al. 2011). Lee et al. (2019) demonstrated that the
workplace contexts in which these cognitive processes are undertaken also influence
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assessor’s thinking. This is particularly the case where the assessor is the mentor teacher
of the student (Fraser 2016).
Biases in clinical assessment
Many assessors show a consistent tendency towards leniency or stringency although
some researchers have shown that feedback to the assessor can help in some cases
(Harasym et al. 2008; McManus et al. 2006; Yeates et al. 2012). Finn and colleagues
postulated an association between degree of stringency, and the personality of the
assessor to explain the consistency of this tendency (Finn et al. 2014).
There have been some studies which suggest there is a drift to greater leniency over a
long day of assessing due to fatigue (McLaughlin et al. 2009), and over time to greater
stringency by assessors as they become more experienced (Hope and Cameron 2015). In a
more recent study however, O’Connor and Cheema (2018), have demonstrated that in
repeated assessments over years, assessors become more lenient and students are
awarded increasingly higher marks than their predecessors.
Stroud et al. (2011) demonstrated that familiarity with the student tends to increase
the score as assessors grade by what they know of the student’s usual performance rather
than what they have witnessed in the specific assessment just observed, and other
authors agree (Poole and Boland 2016; Lee et al. 2019; Alves de Lima et al. 2013). This
could have an impact on WBA where clinicians function as both mentor and assessor.
Wilkinson and Wade concluded that the SPR can be a very unreliable tool for defensible
summative assessment if it is completed by the preceptor/mentor of the trainee. This is
due to the conflict for the assessor between the roles of being both mentor and judge
(Wilkinson and Wade 2008).
The concept of ‘bias’ implies that some students are treated differently compared with
others. If all students were assessed by the same assessor under the same circumstances,
the leniency or stringency of that assessor would not be a problem. However, in clinical
assessment, multiple assessors are required and one assessor who is lenient or stringent
compared with his peers, creates bias in the assessment (Fuller et al. 2017).
Differences in the grade awarded can be due to situations in which the previous
student’s performance was very good or very poor, and the current student is compared
and over marked one way or the other as a contrast. This contrast effect is estimated to
account for 24% of observed score variance (Yeates et al. 2012; Yeates et al. 2013; Yeates
et al. 2015). The contrast effect is not as pronounced in WBA compared to the OSCE,
which suggests some ability to override and compensate by the assessors especially in the
WBA setting where students do not immediately follow one another.
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Different studies have shown that the student’s culture, education, motivation,
gender, skin colour and ethnicity can have some effect on assessor’s marks (McManus et
al. 2013; Riese et al. 2017; Stegers-Jager et al. 2016). While this may represent a ‘people
like us’ effect, male and ethnic minority students have been shown to struggle more with
performance based skills than others, even when the assessors themselves are also male
and from the same ethnic minority (Woolf et al. 2008).
Assessors are human and their first impression has been shown to impact on the
outcome of the assessment (Wood, 2014). Wood demonstrated that assessors generate
their first impressions in the initial one to three minutes of watching a student
performance. However, comparisons with psychology studies suggest these impressions
are reasonably accurate especially with experienced assessors (Wood 2014). Similar to a
first impression, assessors can generalise a student’s performance based on one aspect
such as communication skills, that is particularly good or bad, and generalise it to the
whole performance (Turner and Dankoski 2008).
Biases such as these are impossible to eradicate, however it has been suggested that
educating assessors about their possible biases may help them to recognise and manage,
or compensate for, previously ‘unconscious’ bias (Royal and Hecker 2016). Pennycook et
al. (2017) in a study based on the Dunning-Kruger effects in reasoning, point out that if
competence is required to recognise incompetence, truly incompetent people are illsuited to detect their own incompetence and remediate it. They claim this applies
especially in high level reasoning skills such as the perception of, and compensation for,
personal bias. In other words, those most biased are probably also those least able to
recognise their own biases and correct for them, even when educated or given feedback.
Expectations re standards of performance
Clinical assessors often come to assessment with expected standards for the given
task, sometimes favourable and sometimes discriminatory. Recent research in this area is
trying to understand how assessors set and use their own internal standards in clinical
assessment. Some studies suggest that assessors base their expectations of the student
performance on what they themselves knew or did at the same level of training (Poole
and Boland 2016).
These ‘internalised standards’ are also influenced by the amount of experience they
have in assessment, and with teaching students at that level. Park and colleagues
demonstrated that despite the same training, full time faculty marked more stringently
and with greater interrater reliability, than part time faculty, probably due to increased
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exposure to the students (Park et al. 2015) and increased knowledge about the agreed
expected standards of the institution.
There are a number of studies showing that assessors often struggle to apply given
criteria to assess an OSCE station, despite good descriptions of those criteria (Berendonk
et al. 2013). Many schools encourage the assessor to compare the student performance
to that of the ‘hypothetical borderline student’ for that station but this is actually
extremely difficult and requires extensive training (Ben-David, 2000). More recently, it has
been shown that most assessors base their marking on the first three to four students
they see observe through an assessment (Yeates et al. 2015). This in itself could cause
some of the assessor variance in scores, especially if the assessor cannot go back and alter
scores on the first few students once they have ‘set’ their standards.
The way in which these assessor differences in cognition, biases, and expected
standards work together has been examined in an analysis of assessor’s verbalised
thought processes undertaken by St-Onge and colleagues (2016). These authors found
that assessors used their own internal cognitive processes and expectations, and
combined these with what they actually saw as they watched the student perform the
assessment. Provided the student was performing as expected, or as the assessor would
have done, the assessor was on ‘auto-pilot’, but as soon as the student deviated, the
assessor appeared to strive to ‘make sense’ of the dissonance and understand what the
student was trying to do and why (St-Onge et al. 2016). The effect of this is that students
who perform as expected are likely to be marked up compared to those who do things
differently. It also suggests that students who get the right diagnosis using a different
diagnostic pathway from the assessor can be marked down. It does indicate however, that
assessors try very hard to understand what the student may be thinking and hence give
them a ‘fair go’ (St-Onge et al. 2016). Chahine et al. (2016) in a small but detailed study
also demonstrated a fairly standard progression through different assessment domains in
the assessors’ thinking as they observe a trainee. Others concur and affirm that assessor
decision making, while an individual process, was not randomly idiosyncratic (Yaphe and
Street 2003; Gauthier et al. 2016; Kogan et al. 2011).
Sales (2018) demonstrated in a small but reflective study, that there is little
consistency between specialities in the completion of WBAs. She said the specialists
seemed to struggle to understand the standards expected, especially if they had to assess
multiple levels of students, as is often the case in hospital practice. She noted that clinical
assessors “would welcome more easy access to user-friendly resources (being mindful of
the business of supervisors)” (p. 50 para 3), and she demonstrated a clear connection
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between assessor understanding of the process, and how efficacious WBA was for
learning.
Fatigue and Mental Workload
Clinical assessment is a highly complex cognitive process and takes an inevitable toll on
assessors. Byrne and colleagues demonstrated that the mental workload of assessing an
OSCE exceeded that of an anaesthetist in training inducing anaesthesia. Mental workload
for examiners is therefore extreme (Byrne et al. 2014). Assessors compensate for their
limited capacity to concentrate continuously by making intuitive global judgements, and
experienced assessors find this easier (Bransford et al. 1999), although some studies
suggest that the high mental workload increases the reliance on comparison to make
judgements (Govaerts et al. 2007). These studies were all conducted in the OSCE setting
where assessors are assessing one candidate after another continuously. To what extent
they can be applied to the WBA setting is uncertain, however workplace-based assessors
are often called upon to assess students late in the evening after a long clinical day, or in
the midst of a busy ward round or clinic.
Experienced clinicians have an advantage as they are accustomed to making high
stakes decisions when fatigued (Govaerts et al. 2011). However memory failures are
inevitable as it is impossible to remember everything seen in each performance and this
could become a problem with increasing fatigue (Byrne et al., 2014).
Swift and colleagues (2016) found that paper scoring was more fatiguing for assessors
than electronic scoring. Snodgrass and colleagues however, showed that the introduction
of electronic scoring had both advantages and disadvantages, with many assessors
needing extra training and feeling nervous or uncomfortable using electronic devices for
scoring (Snodgrass et al. 2014).
Assessor Training
One aspect of clinician performance in assessment that can be impacted by the
institution is that of training. While many authors call for more training for clinical
assessors (Harden et al. 2016; Kogan et al, 2015; Newble et al. 1980; Ben-David 2000),
there is relatively little hard evidence that it has much long term effect (Davis et al. 1999;
Lee et al. 2017). Some say that assessors for WBA should be retrained every six months
(Norcini and Burch 2007). Other authors agree with the need for assessor training but
would contend that six monthly is just not logistically possible with limited funds and busy
clinicians (Kogan et al. 2015).
The solution that is often suggested for poor interrater reliability is assessor training
(Calaman et al., 2016). However, researchers in this field have shown that any
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standardising or calibrating effect of assessor training is at best modest and short lived
(Cook et al. 2009; Crossley et al. 2019; Kogan et al. 2015). Kogan and colleagues (2015)
noted that most WBA assessors had no training at all, or the little they had had was
ineffectual. They initiated a very intensive (and expensive) training program, but were
only able to demonstrate a ‘modest’ improvement in some aspects of reliability (Beasley
et al. 2013; Kogan et al. 2015). However, in a further study following up WBA assessors
after training, Kogan and colleagues were able to show that certain behaviours, such as
the amount of time spent observing the student, were more likely to be implemented
following training, than other behaviours (Kogan et al. 2017).
Some authors suggest that many assessors struggle to understand the worth of
training for WBA (Daelmans et al. 2016; de Jonge et al. 2017). In their systematic review
on the subject Gauthier et al. (2016) noted that rater variability is often described as ‘rater
error’ in the literature, and that increasing assessor training, or trying to change the mark
sheets, appear to have little effect. Other authors agree and advocate advanced statistical
analysis to identify and reduce ‘rater error’ (Downing 2005).
Training by allowing the assessors to discuss with each other how they made their
decisions has been shown to be beneficial as it allows greater concordance about the
expected standard and helps assessors to feel confident in the decisions they have made
(Govaerts et al. 2011; Govaerts et al. 2013).
One of the most surprising results of this literature review for me was the dearth of
evidence showing that training assessors improves reliability of WBA results. Like so many
others in the field, I had assumed that assessor training was the answer for all problems.
Training in the purpose, process and consequences of the assessment does seem to help
assessor implementation of WBA, but there is little evidence for the long-term
effectiveness of attempts to improve interrater reliability by assessor training.
Role of Experience and Clinical Expertise
As a general rule, studies do demonstrate that experienced clinicians make better
assessors as they are both content experts, and accustomed to complex decision making
(Berendonk et al. 2013; Swift et al. 2016). Newble et al. (1980) suggested that clinical
experience, teaching experience, assessment experience, and an interest in assessment,
can all contribute to make a good clinical assessor. Berendonk et al. (2013) showed that
competence as an assessor improves with increasing experience in performance-based
assessment. A number of studies have shown that experienced assessors are more
accurate (Chang et al. 2017; Govaerts et al. 2011; Govaerts et al. 2013; Lee et al. 2017;
Yusoff 2012).
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Mark Sheets and Assessment format/process
The style and design of the mark sheet can make a difference for the clinical assessor
and assessors do require some orientation to the institution’s purpose, process and use of
the mark sheet (Yepes-Rios et al., 2016). Assessors who see the purpose of clinical
assessment as helping the student to learn, do not like the grades and pass/fail nature of
some forms, and they report that the forms they have to use, often do not meet their
needs (Berendonk et al. 2013). Using descriptive criteria for domains in clinical
assessments, and allowing the assessor to make global judgements, is better than using
checklists (Pell et al. 2015). Similarly, the use of clinical language in these descriptive
criteria is easier for the assessor and utilises their clinical expertise rather than expecting
them to learn the jargon of medical education (Rekman et al. 2016).
Experienced assessors are competent at global judgement and this is both more
reliable and easier for the assessor, as well as a better assessment of current
performance, and predictor of future performance (Regehr et al. 1998; Schuwirth 2004;
Wilkinson et al. 2003b). Some studies have in fact shown ‘active transgressing’ as
assessors override a checklist in favour of their global judgement (Pell et al. 2015).
Assessor Confidence and Consequences for the trainee
Assessors also show difficulty in awarding fail grades, even in the relative anonymity of
the OSCE setting. This can lead to a greater tendency to overate student performance in
the borderline group (Pell et al. 2015). Others have also shown that the closer the
assessment mark is to the pass/fail cut point, the less confident the assessor is in their
accuracy, and the more likely they are to decide to pass the student (Berendonk et al.
2013; Tweed and Ingham 2010; Tweed et al. 2013).
This is particularly important if the assessor is aware of the consequences of the
decision to fail a student (Bellini et al., 2019). If the assessor feels that the student will be
disadvantaged in their future career, or that the remediation process is inadequate, they
will be most reluctant to fail a student (Yepes-Rios et al. 2016).
3.8 Interventions shown to improve WBA efficacy
As introduced in Chapter 1.1, the word ‘efficacy’ used here implies more than
‘interrater reliability’ or ‘objectivity’. It also includes the concept of ‘usefulness’ of the
assessment, for both the student and the examining institution. This section covers ideas
that have been trialled and shown to improve WBA efficacy in the workplace.
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The language of ‘Entrustment’
An area of concern expressed by the assessors themselves is that they find it hard to
know the standard expected and want clear domain descriptors (Rekman et al. 2016). Of
course, with every patient being different it is impossible to write specific mark sheets for
every possible case used for WBA. Mark sheets are therefore riddled with university or
medical education type jargon asking the assessor to grade the student using generic
terms such as ‘very poor’ or ‘excellent’ (Crossley and Jolly 2012). To the average clinician
these terms are meaningless in the assessment setting if they do not know the level
expected of the student for that stage of training (Crossley et al. 2011). Schuwirth
highlighted this problem in a creative paper in which he defined medical assessment
terminology using clinical language (Schuwirth 2004). While some authors see the
assessor, not the mark sheet as the problem (Sadler, 2014), others feel that the language
of the mark sheet can also make an important difference to how the assessor engages
with the mark sheet (ten Cate 2013).
A new development has occurred in the last decade in response to this identified need
to use clinical rather than educational terminology on the WBA mark sheets. The
important skill sets of clinicians in a given field have been defined in the form of
Entrustable Professional Activities (EPAs), to embody the concept of ‘entrustment’. The
assessor asks ‘How far can I trust this student to conduct this activity/skill independently?’
(Chen et al. 2016; Hauer et al. 2013; Iobst et al. 2013; Meade et al. 2012; Peters et al.
2017; Rekman et al. 2016; Weller et al. 2014)
Many training institutions and colleges are developing specific EPAs for their speciality
field such as Emergency Medicine (Kwan et al. 2015), and running training programs for
assessors in the concept (Calaman et al. 2016). However, some authors call for caution
and suggest we should advance more slowly and wisely in applying the concept of
‘milestones’ as stages in the acquisition of EPAs in our WBA. (Carraccio and Burke 2010;
Crossley and Jolly 2012; Klamen et al. 2016). Klamen and colleagues (2016) suggest that
defining too many competencies and stages could lead to assessment of pieces of the
picture, not the whole. So clearly there is a need to select and define EPAs carefully in
relation to the level of trainee being assessed.
Assessor Narrative Descriptions and Opinions
Ginsburg (2011) showed that getting assessors to describe and reflect on the student’s
performance, rather than simply grade them, increased interrater reliability. Devine et al
(2016) demonstrated that assessors ‘play’ with numbers and a descriptor-based grading
system is less likely to produce inflated marks than a numerical grading system. Other
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authors have also shown that narrative descriptions of performance provide better
feedback, and are more useful for making progress decisions (Bogo et al. 2004; Ginsberg
et al. 2010; Govaerts et al. 2007; Lee et al. 2019; Oerlemans et al. 2017; van der Vleuten
and Schuwirth 2005).
Additionally, Patel et al. (2016) were able to demonstrate that SPRs and MSFs which
contain narrative descriptions and opinions, were more useful than CEXs and DOPS in
predicting the 5-10% of trainees who ended up later being classed as ‘doctors in
difficulty’.
In the post graduate training context, Duitsman and colleagues (2019) demonstrated
that many supervisors have discovered it is better to bypass CEX grades given face to face,
in favour of seeking confidential expert preceptor opinions. Castanelli and colleagues
(2019), similarly showed that if a formal system of being able to ascertain preceptor
opinions confidentially is not in place, then informal ‘shadow systems’ develop by which
the supervisors seek the information they need to make their progress decision. These
two studies raise the interesting question of whether the underlying problem is the ‘face
to face’ nature of awarding the CEX grades, or the fact that narrative opinions were more
informative than grades, or even perhaps, both.
Pass / Fail Grades only
Another interesting concept arising from the literature is the thought that multiple
grades can be counterproductive to student learning. White and Fantone (2010) claimed
that the two grade system of Pass/Fail (or Competent/Not Yet Competent) is better than
multiple levels as it decreases competition, improves collegiality and fosters more selfdirected learning. They felt that removing an ‘Excellent’ category decreased much of the
‘socially driven’ behaviour students demonstrate in summative WBA (White and Fantone,
2016). Others attribute this same effect to moving to a more standards based (or criterion
referenced system) and not attempting to rank the students (Wilkinson et al. 2007). This
would support Norcini’s initial assertion that WBA is reliable enough to enable pass/fail
decisions but not to rank students (Norcini 2003). Zaidi et al. (2018) concurred and
demonstrated the difficulty of trying to use WBA for ranking students, especially if the
WBA occurred across different clinical settings.
Conditional Pass
However, if you move to a simple pass/fail (or Competent/Not Yet Competent) grading
system, this may well address the hyperinflation of WBA grades without addressing the
failure to fail. One idea that has been shown to be of benefit is that of adding a
‘Conditional Pass’ grade to enable identification of borderline students in time to provide
63

appropriate remediation for that student (Wilkinson et al. 2011). The authors found that
approximately 4% of their trainees were awarded this grade and subsequently received
extra assistance.
Therefore, it appears there is evidence in the literature that the following ideas can
improve WBA efficacy: writing clear domain descriptors and using entrustment language
to grade each domain; getting assessors to observe, describe and reflect on student
performance in narrative rather than marks; removing the ‘Excellent’ grade and not
attempting to rank students individually; and introducing a ‘conditional pass’ grade to
enable identification of a struggling student.
3.9 Conceptual Framework following the review of the literature
In this final section of the literature review, the conceptual framework structure is
used to summarise the findings from the literature relevant to the aims of this research.
This diagram (Fig 1.1 from
p.18) depicts the conceptual
framework at the beginning
of the research. The aims of
each aspect are repeated
below, now with the
summarised relevant
findings from the literature.
The Institution and Process:
The institution’s purpose for their WBA program (to ascertain fitness to progress or to
provide feedback to enhance student learning) will determine: the program, process and
types of WBA adopted; the amount of funding allocated for WBA implementation and for
assessor training; and the relationship between the institution and their assessors.
If the WBA results appear unrealistic compared to other assessments the students
undertake, the perceived ‘poor reliability’ will increase institutional concern re appeals
and defensibility. This may in turn reduce the institution’s credence and value placed on
WBA.
There is evidence to suggest some assessors do not feel supported by the institution
when they do fail a student (McQueen et al. 2016), and do not trust the institution to
support and act in the struggling student’s future best interests (Yepes-Rios et al. 2016).
The process for the student deemed ‘unsatisfactory’ is an area of special importance.
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Assessors want to be reassured that there will be appropriate remediation provided, and
another opportunity for reassessment, before they are comfortable failing a student
(Pugh and Regehr 2016). Another aspect to the management of the failing or unhappy
student is the provision of a way out of medical training should this be required, which
‘saves face’ and does not destroy their future career (Bellini et al. 2019).
Aim: To explore institutional use of WBA and the relationship with assessors, and
ascertain whether these in turn affect WBA assessment decisions. To determine if
changes in implementation or process of WBA can improve efficacy of results.
The Clinical Assessor
Often the process and ramifications of the WBA seem unclear to assessors and they
describe the prime purpose of WBA from their perspective as being for student learning.
However, the literature suggests that assessors probably think they are better at feedback
than they are (Dewey et al. 2017), and they are reluctant to give negative feedback
especially face to face (Chowdhury and Kalu 2004).
A number of studies demonstrate that assessors are a source of score variance in WBA
but there is disagreement on whether they are ‘unreliable’ or ‘meaningfully idiosyncratic’.
There is little evidence that training assessors improves reliability of WBA (Kogan et al.
2015). Assessors struggle with knowing what standards to expect and use their own
internal standards when making decisions (Poole and Boland 2016). They lose confidence
around the pass mark although experience helps. The literature defined a number of
types of bias that can also affect their decisions (Yeates et al. 2012; Yeates et al. 2013;
Yeates et al. 2015). Although assessors gave 35 reasons for the failure to fail, the relative
importance of these reasons varies according to the context for that assessment (YepesRios et al. 2016; Lee et al. 2019).
Aim: To determine whether apparent leniency is due to a different assessor perspective
on WBA to that of the institution. To ascertain whether training changes assessor
perspectives and behaviour, and improves WBA usefulness for students and institution.
The Mentor Relationship
Many of the reasons cited in the literature for failing to fail centre around the
dimensions of the human relationship between teacher and student (Fraser 2016).
Historically, there is a strong ‘apprentice-style’ model for medical training and the
literature confirms its importance for learning (Pugh and Hatala 2016). The literature also
suggested that this relationship was a powerful influence in WBA pass/fail decisions
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(Stroud et al. 2011), as the simultaneous roles of mentor and judge conflicted the
assessor, and they tend to mark their own student up. The assessors also note that
delivering results of summative WBA face to face, and having to go on working with and
relating to the trainee, made it very difficult to award an ‘Unsatisfactory’ grade or give any
negative feedback (Yepes-Rios 2016).
Supervisors in the program said they were aware of this, and of the way students
worked the system to get high marks, so supervisors admitted to ignoring the WBA
results. They described having developed informal (‘shadow’) systems which are largely
invisible to the governing body, relying instead on their own judgements of the trainee,
and confidential written and verbal comments from colleagues. The authors suggest that
this happens on a broad scale but with variations to suit each context, and recommend
that it would be better if the systems were formalised and decisions were made by a
committee. Duitsman et al. (2019) concurred, finding in their study that supervisors relied
more on their own perceptions and on corridor conversations with preceptors, than on a
trainee’s portfolio of WBA results. Other authors have also noted this phenomenon and
express some concern that decisions especially in the post graduate sphere were primarily
opinion rather than WBA results based (Sklar 2015).
Aim: To determine the benefits and ramifications of the mentor relationship for
learning and assessment in the workplace. Does quarantining the relationship from
summative WBA result in improved usefulness of WBA results?
The Mark Sheet
Many have intuitively assumed that one way to improve the reliability of WBA is to
alter the mark sheet and a range of changes have been implemented and evaluated. A
few of these changes have been shown to improve the situation with WBA results. Mark
sheets that seek narrative descriptions of performance rather than use a numerical scale
have been shown to have greater interrater reliability (van der Vleuten et al. 1991).
Assessors struggle with the language of the mark sheet and how to determine the
expected standard of performance for the WBA at a given stage in training. Clearly
defining expected standards is important and the literature has paid much attention to
this (Ben-David 2000; De Champlain 2004; Jolly 1999; Pell et al. 2015; Regehr et al. 1998).
The use of clinical language of entrustment and development of EPAs has been shown to
be easier for assessors to use and understand expected standards (ten Cate 2013).
A ‘conditional pass’ grade enables student problems to be defined early without the
loss of face resulting from an ‘Unsatisfactory’ grade. Other authors however, have
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cautioned against seeing a change of mark sheet as the solution to WBA results and Sadler
(2014) points out that trying to describe performance in a marking rubric is
‘fundamentally flawed’ because definitions of criteria are ‘fuzzy’ and individually
interpreted and applied.
Aim: To ascertain what effect the type and wording of the mark sheet has on WBA
results and what alterations have been shown to improve results. To determine what
assessors feel would make the mark sheets easier to use and to trial their suggestions.
The Student
The student perception of the purpose of WBA does affect their behaviour, the way
they use WBA, and the WBA results. Van der Vleuten (2016) says "Assessment of learning
often leads to negative effects on learning and the educational system: learners strive for
grades; learners ignore feedback; learners engage in tick box exercises; and learners beat
the system by playing the game. Many of our assessment practices are rather reductionist
and trivialise learning as a result" p 887 para 4. There is also evidence that some students
pressure assessors to give them high grades (Nair et al. 2015). There seems to be little in
the literature about how to change student behaviour, and if you can, whether or not it
improves WBA efficacy. One suggestion from Daelmans et al. (2016) involved asking
students to develop a Student Learning Needs Plan to help them identify areas to work
on, and on which WBA could be focused to provide targeted feedback.
Yet the literature confirms that WBA can be a powerful tool for learning depending on
the type of feedback given. Feedback that just consists of a summative grade (pass or fail)
is of limited use compared to feedback that describes and reinforces student’s strengths,
defines student’s weaknesses, and provides advice on how to improve (Chowdhury and
Kalu 2004). The quality of feedback is often poor according to both students and
educators, so perhaps assessors need training in this aspect (Halman et al. 2016). The
purpose of the assessment also impacts on the use of assessment for learning, with a
number of authors suggesting that if the WBA contributes to a summative assessment
mark in any way, students do not listen to the feedback.
Aim: To determine whether student perceptions of the purpose of WBA does affect
their behaviour in WBA, and the impact of this on the results. If needed, could a change
of purpose or process of the WBA change behaviour and improve efficacy?
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Following the literature review, the conceptual framework diagram (Fig 3.4) has been
amended in an attempt to depict the relative importance of the five contributing factors
to the reliability of WBA results and the efficacy of WBA as a whole. Based on the
literature, the clinical assessor and the mark sheet seemed to be seen as larger causes of
score variance, and more theories on how to improve WBA revolved around trying to
change these factors than the others.

Fig. 3.4 Conceptual Framework following review of literature
3.10

The ‘Gap’ this research aims to address
Much of the research regarding elevated grades and the failure to fail listed in the
systematic review by Yepes-Rios et al. (2016) was derived from surveys and interviews
with clinical assessors. Many authors have generated thoughtful theories regarding how
and why WBA struggles with regard to interrater reliability, and have made suggestions
for how this could be addressed. However, there appears to be limited literature
demonstrating successful results in the live WBA setting, when these ideas were
implemented. This is the gap this research was designed to investigate.
Because different contexts may mean that assessors prioritise different reasons for
why they fail to fail, it was important to ascertain what UOW WBA assessors identified as
the causes, and what they thought would improve the situation (Chapters 4 & 5).
The next section of this research then attempted to implement ideas they generated
for our WBA, as well as suggestions from the literature that have been shown to improve
efficacy of results, in the ‘live’ working setting (Chapter 6). Would these changes actually
make a difference to the quality of WBA results? (Chapter 7). This research attempted to
answer this question in the setting of real medical student workplace-based training and
assessment.
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CHAPTER 4 The Clinical Assessor Part 1 – Surveys

Plate 4.1: University Centre for Rural Health at Lismore Base Hospital is the location for
interdisciplinary training of health care workers in the northern rivers of NSW.
Lismore Hub
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4.1 Introduction to the surveys of clinical assessors
The aim of this component of the research was to determine what our assessors
thought was the reason for the inflated marks and the failure to fail (as shown in Table
2.4), what they found difficult about WBA, and what they thought would help the
situation. This chapter describes and reports the results of two surveys of assessor groups
which were conducted at the start of this research, prior to the implementation of any
changes. I surveyed workplace-based preceptors for our students with the purpose of
trying to ascertain how they perceived their role in WBA, and the difficulties they faced.
Other authors have also asked clinical assessors what they feel and think about their role
in assessment (Berendonk et al. 2013; de Jonge et al. 2017; St-Onge et al. 2016), but there
was a need to clarify the views of clinicians in our context if we wanted to address the
specific issues they had with our WBA.
The second group surveyed were OSCE assessors to ask how difficult they found failing
an underperforming student in an OSCE setting. The results from the surveys of these two
groups were compared. It was important to ascertain the issues for these two groups of
assessors as I was going to use a comparison of the OSCE and WBA student results as one
means of measuring the effect of any changes implemented in the WBA process.
The surveys were anonymous and participation was optional but many appeared keen
to have their say. As one anonymous WBA survey respondent put it:
“It was really nice to be asked my opinion as a clinical assessor – no one has ever done
that before!”
The surveys were divided into topic sections. Each topic had a number of statements
for participants to indicate the extent of their agreement and an opportunity for
comments. The following two sections of this chapter describe each of these surveys and
discuss the results. A comparison of some survey results is summarised in the final
section. The chapter concludes with a brief discussion of the issues that the surveys
identified particularly in relation to the conceptual framework for this research. This led
to suggestions the WBA assessors wanted to see implemented in the trial, and identified
some questions needing further clarification, which were investigated in the in-depth
interviews discussed in the following chapter.
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4.2 Survey of clinical assessors conducting WBA Nov 2016
Introduction:
The Graduate Medicine program at UOW utilises practising clinicians in both hospitals
and community to assess students in the workplace. Many of these have little or no
training for this activity. The results of these assessments are often disappointing from the
institution’s viewpoint and they seem to relate poorly to other clinical assessment results
(as previously noted in Table 2.4). Interpretation of the literature on this topic generated
questions regarding how the assessors themselves perceive aspects of their task. These
questions formed the basis for this initial survey of workplace-based clinician assessors.
These assessors included the preceptors for our medical students who conduct WBA of
the students in their placement settings through the final two and a half years of the
course. Students in Phases 2 and 4 are hospital based, so most of the preceptors
conducting WBA here are registrars training for various speciality programs, to which the
students are attached for short rotations. This group of preceptors is a constantly
changing pool of busy young doctors. Supervisors in the hospitals are usually the senior
consultant on the team.
Students in Phase 3 on the other hand, are community based for a 12-month
longitudinal placement and their preceptors are experienced general practitioners with
whom they work for the year. In Phase 3 the Regional Academic Leaders (RALs) in each
hub supervise the group of students and preceptors in their area. The RALs are
responsible for oversight of teaching and assessment in the hub and take the role of
‘supervisors’.
Preceptors for all three phases are responsible for completing all the summative CEX
assessments, and contributing to the Supervisor Performance Reviews (SPRs), which are
then finalised by supervisors. This survey aimed to gain a better understanding of our
workplace based clinical assessors, including their motivation to teach and assess
students, and what they find difficult about clinical assessment, especially in relation to
identifying (and possibly failing), the struggling student.
Method:
UOW preceptors work and teach over a wide area of New South Wales in both hospital
and community practices, so the easiest way to access their opinions was via an online
survey. The survey was developed in September 2016 and trialled as a pilot study by five
WBA clinicians based in Wollongong who noted that on average it took them 25 minutes
to complete, but was very comprehensive. Their results are not included in this study but
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their feedback resulted in corrections to wording to clarify the meaning of some of the
questions. I conducted the survey through the month of November 2016 using the ‘Survey
Monkey’ online tool (Finlay, R. 1999, and Wikipedia. San Mateo, USA. Oct 2016.
https://www.surveymonkey.com). With the invitation email and survey link, I also
attached a PDF of the survey, which could be completed and posted anonymously if the
preceptor preferred. I subsequently added these results manually. Approximately 10% of
the community-based participants preferred not to use the online tool whereas all the
participants working in hospitals were comfortable completing it online. Data from Survey
Monkey was exported into Excel.
The survey tool covered seven topic areas: assessor training; assessor motivation; WBA
formats and mark sheets; inflated grades; feedback to students; reporting on student
performance; and difficulties conducting WBA. The questions were shaped from similar
questions and issues investigated in the literature (Berendonk et al., 2013, Ginsburg,
2011, Poole and Boland, 2016). The actual questions can be seen below with the results in
Tables 4.2- 4.8. Participants were asked to indicate their agreement with a number of
statements regarding each topic on a Likert scale. The five-point Likert scale on all tables
was graded as follows: SD (Strongly Disagree), D (Disagree), N (Neutral), A (Agree), SA
(Strongly Agree) and N/A (Not Applicable). Results are expressed as a percentage of those
who answered that question with ‘n’ indicating the number answering this question.
There was an opportunity to add comments at the end of each section and many took
advantage of this. Therefore the data collected on the following topics were both
quantitative and qualitative in nature due to many added comments. I use this type of
survey as I find the statements or questions on a topic appear to stimulate thinking
around the topic, and many participants then take advantage of the comment section to
add their thoughts. As is often the case, the comments in this survey are a rich source of
qualitative data.
The word ‘student’ was deliberately used in these surveys as a number of these
assessors also conduct WBA on postgraduate learners and the questions related
specifically to assessment of undergraduate medical students.
The Human Research Ethics Committee of the University of Wollongong approved this
study: 11/10/2016. Ref No: 2016/372. Survey form, PI (Participant Information), and
Ethics Approval are in Appendices pp 32-46.
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Results:
Approximately 220 clinicians engaged as preceptors for our students received the
survey in November 2016 and the link was open for the month. Although many did not
answer every question, 67 preceptors responded (response rate: 30%).
The demographical data indicated that 53% of the responses were from Phase 3
preceptors in general practice, and 47% were from Phase 2 and 4 preceptors in teaching
hospitals. The gender balance showed 66% of participants were male and 34% were
female. This balance was similar in both the hospital and community-based groups, and
predictably, the proportion of females to males decreased in the older age groups
reflecting the smaller number of female medical graduates in previous decades.
These demographical details of the respondents closely reflected those of our assessor
population to whom the surveys were sent and who were invited to respond.
Table 4.1. Background differences between the hospital and community assessors
Location
Conducted
Hospital
(53% overall)
Community
(47% overall)

Age
<40yrs
60%

40+yrs
40%

12%

88%

Clinical Experience
1-10yrs
10+yrs
49%
51%
6%

94%

Assessment Experience
<5/year
5+/year
75%
25%
71%

29%

As Table 4.1 demonstrates, the hospital assessor respondents are generally a younger
group with less clinical experience compared with the community respondents who are
older with more years of clinical experience. However, in both groups approximately 70%
indicated that they conducted five or less WBAs on undergraduates per year, which
suggests that the majority of respondents have limited experience as WBA assessors.
Training in Workplace-Based Assessment (See Table 4.2)
Only 30% of the respondents agreed they had found their initial training in WBA
useful, and another 30% marked ‘N/A’ probably indicating that they didn’t get any initial
training. UOW has provided no formal training on WBA though a few commented that
they had had training via other institutions. Nine participants commented they had never
had any training, nor been offered any, and three said they had had to ask the student
how to fill in the forms.
While most (66%) agreed that they would like more training, issues such as finding
time for training, or being remunerated for training were identified as constraints. Just
over half (58%), said they would consider doing online training if it was available and
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predictably the younger assessors were more likely to agree with this last statement: 67%
<40yrs compared with 46% >50yrs.
Table 4.2. Regarding training to be a clinical assessor for WBA for medical students
Percentage of those who answered
indicating this response to statement:
The initial training I received has been
very useful and helpful for WBA
I would like more training in assessing
medical students in WBA
I would like to attend training but there
are constraints on my time
I would attend training if it was
appropriately remunerated
I would participate in training if it was
available online
Training is not necessary because we
know what clinical competence is
Assessor training improves the reliability
of assessment of students in WBA

SD

D

N

A

SA

N/A

n

5.4%

14.3%

19.6%

25.0%

5.4%

30.4%

58

3.6%

8.9%

21.4%

44.6%

21.4%

0%

58

1.8%

7.0%

14.0%

49.1%

21.4%

0%

57

7.0%

15.8%

22.8%

40.4%

14.0%

0%

57

3.5%

8.8%

29.8%

36.8%

25.1%

0%

57

17.9%

41.1%

26.8%

10.7%

3.6%

0%

58

0%

1.8%

7.1%

50.0%

39.3%

1.8%

58

Although 89% said that they thought training would improve the reliability of the WBA,
only 59% disagreed with the statement that training was not necessary. This raised a
number of interesting questions for further exploration in the interviews: Is reliability, as
the institution perceives it, not that important to some assessors? Do they perceive
themselves as already ‘reliable’ and not requiring training? Perhaps training is only
necessary for ‘other assessors’? Perhaps they do not see training as useful for ‘reliability’
of WBA, but rather for other components such as the process?
Motivation to undertake WBA (See Table 4.3)
Most assessors identified a number of positive motivators for engaging in teaching and
assessing medical students. Almost 90% said that paid or not, it was an important
professional responsibility, and 84% think that WBA is an important part of the overall
assessment process for undergraduates. The majority also agreed that they enjoyed
teaching medical students and saw WBA as a chance to assess progress. Other positive
motivators included finding WBA: interesting and challenging; helped with clinical work;
and gained them some kudos in the eyes of their patients. There was a strong overlap
with many respondents agreeing with many of the motivators. Most also felt they were
getting better at assessment as they became more experienced at it, though whether this
was due to improved competence, or simply due to increased confidence, was not clear.
“This is a chance to pay back the good will to my profession”
“Personally very satisfying, an ingrained part of commitment to safe medical practice”
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Table 4.3. Regarding your motivation to undertake WBA for medical students
Percentage of those who answered
indicating this response to statement:
I am paid to teach medical students and
assessment is part of the job
I am expected to conduct WBA as part of
my work at this clinic/practice
I believe assessing students is an important
professional responsibility, paid or not
I enjoy teaching medical students and
assessment helps me to see their progress
I enjoy clinical assessment as it is
interesting and challenging
I find engaging in clinical assessment helps
me in my own clinical work
I find I am getting better at clinical
assessment as I become more experienced
Patients respect doctors who are also
engaged in assessing medical students
I think WBA particularly is an essential
component of the assessment process

SD

D

N

A

SA

N/A

n

21.1%

17.5%

5.3%

42.1%

10.5%

3.5%

57

7.0%

12.3%

7.0%

56.1%

15.8%

1.8%

57

0%

5.3%

5.3%

50.9%

38.6%

0%

57

0%

1.8%

8.8%

54.4%

35.1%

0%

57

0%

5.3%

17.6%

49.1%

28.1%

0%

57

1.8%

7.0%

19.3%

47.4%

24.6%

0%

57

0%

3.5%

14.0%

61.4%

21.1%

0%

57

5.3%

3.5%

26.3%

43.9%

19.3%

1.8%

57

0%

1.8%

14.0%

52.6%

31.6%

0%

57

Mark sheets and WBA processes (see Table 4.4)
Approximately 60% found the current formats of WBA appropriate, easy to use, and
agreed that they understood the language of the mark sheet and what they were doing.
Just over half (52%) felt it was hard to know what was ‘satisfactory’ (ie. the expected
standards) for a student at that level, and disturbingly 40% also said it felt just like a ‘tick
box exercise’ and was difficult to use to describe performance. So, while most
participants agreed they were comfortable with the WBA formats and mark sheets, it
would appear there is room for improvement.
Table 4.4. Regarding the current WBA formats and mark sheets
Percentage of those who answered
indicating this response to statement:
I think the current types of WBA (CEX-S and
SPR) are appropriate for WBA
I often don’t really understand what I am
supposed to be assessing
I find it easy to use the current types of
WBA to assess students
I don’t understand the language - ‘university
jargon’ is not applicable to clinical setting
It feels like just a tick box exercise and it is
difficult to describe the performance
I find it hard to know what is ‘satisfactory’ at
this level. I would like clearer guidelines

SD

D

N

A

0%

17.3%

17.3%

61.5%

5.8%

57.7%

17.3%

2.0%

13.7%

5.9%

N/A

n

0%

3.9%

52

11.5%

3.9%

3.9%

52

21.6%

56.9%

3.9%

2.0%

51

58.8%

17.7%

11.7%

3.9%

2.0%

51

3.6%

40.4%

15.4%

25.0%

13.5%

1.9%

52

5.8%

25.0%

15.4%

40.4%

11.5%

1.9%

52
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In their comments, a number expressed issues with deciding grades: five said there
should be something between Satisfactory and Excellent, and three said they needed
clearer guidelines re standards expected.
“I usually fill in the forms quickly and give good marks to students who I know deserve
to pass without too much concern for the individual categories.”
“CEX forms need to offer wider range of assessment options than ’poor, satisfactory
and excellent’ - 5 point grading would be much better. I only give ‘excellent’ for an
outstanding performance therefore many otherwise good efforts get labelled as
‘satisfactory’.”
The elevated grades and the failure to fail (See Table 4.5)
Regarding the above set of questions in Table 4.5, it is acknowledged that some of the
statements are somewhat leading and a couple are ‘double-barrelled’ in nature. The
intention was to elicit their thoughts on whether these reasons contributed to elevated
WBA grades and the failure to fail in WBA.
There were many added comments in this section and the main themes from these
comments are summarised below:
Table 4.5. Regarding the preponderance of ‘Excellent’ and lack of ‘Unsatisfactory’ grades
Percentage of those who answered
indicating this response to statement:
All our students are very good and deserve
‘Satisfactory’ or ‘Excellent’
The student sees the mark sheets and
assessors do not want to give offense
The assessors are pressured by the
students to give them good grades
The students seek out assessors who are a
‘soft touch’
The students ask for assessment on a
subject that is easy for them
Assessors are not comfortable giving a
poor report, wary of jeopardising career
Learning is a continuum and WBA at a
point along the way, is not about pass/fail
I would never fail a student in these
assessments

SD

D

N

A

SA

N/A

n

9.6%

44.2%

21.2%

17.3%

5.8%

1.9%

52

1.9%

23.1%

9.6%

42.3%

21.2%

1.9%

52

9.6%

48.1%

23.1%

15.4%

1.9%

1.9%

52

3.9%

21.2%

19.2%

42.3%

9.6%

3.9%

52

1.9%

25.0%

25.0%

38.5%

7.7%

1.9%

52

0%

23.1%

15.4%

46.2%

13.5%

1.9%

52

0%

11.6%

17.3%

57.7%

11.5%

1.9%

52

11.5%

59.6%

17.3%

5.8%

3.9%

1.9%

52

Student Behaviour:
Many participants felt that student behaviour was a factor: 52% agreed that students
seek out assessors who are a ‘soft touch’; 46% said students ask for assessment on easy
subjects; and 17% indicated students had pressured them to give good grades. A number
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commented that students only hand over the assessment mark sheet for completion after
they have had positive feedback and presume they have done well.
“Combination of factors - Students tend not to ask to be assessed if it is in an area they
know they are weak on. … Also I have had to clamp down on students asking
retrospectively to have their CEX filled out after they have done a good performance”
“Often, assessors do not want to offend students. I am also aware students
occasionally cherry-pick the assessors and have an opportunistic approach…”
Mentor relationship with the student:
The conflict of interests that occur when assessing your student was a theme in a
number of comments. They mentioned the difficulties in assessing your own practice
student, having to failing someone you like, and having to give negative feedback to a
student you have a working relationship with, as making it difficult.
“You have to go back to work with them the next day”
“There is a conflict of interest in doing assessment on people you know. Students often
get a 'mate' to assess them so they are conflicted.”
“Having to give the summative result to the student face to face”
Many (64%) felt the grades were inflated because the student sees the mark sheet and
the assessor does not want to give offense.
“The primary difficulty arises from assessing a student face to face and not wishing to
provide negative feedback - the human trend to ‘satisfactory’ is strong.”
Failing a student
Although 71% indicated they could fail a student using the current WBA mark sheets,
the data from our past records show that over 95% of our assessors have never failed any
student in WBA. In this survey almost 10% said that they would never fail a student at
WBA. Based on the comments included, some assessors seemed to feel that it was not
their job to fail a student. Many (60%) also agreed they were not comfortable giving a
poor report in case it adversely affected the student’s career, or they were concerned that
the student would not be well supported through the process.
“I’m happy to fail a student so long as I am provided with clear guidelines on what
constitutes a fail”
“It is the university’s job to fail the students”
“‘I would be happy to fail a student if it was clearer what the ramifications would be
and what the remediation process is”
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Importantly, 69% of assessors saw learning as a continuum, and felt that WBA assessing a
point along the way, should not be about pass/fail decisions anyway.
“I don't feel it is for pass/fail - if I didn't think they were up to scratch I would
demonstrate the correct way and do again to see if they improved, then give a
satisfactory - the whole point is to learn how to do it - not get excellent or satisfactory.”
“Summative feedback should not be disclosed to the student, only formative.”
Giving Feedback and discussing results with students (See Table 4.6)
Table 4.6. Regarding giving feedback and discussing the results with the student
Percentage of those who answered
indicating this response to statement:
I enjoy giving feedback to the student
afterwards about their performance
I don’t feel qualified and would like more
training to give better feedback
I find it hard to give negative feedback to a
poor student as I don’t like upsetting them
I find it difficult if the student becomes
defensive after negative feedback
I have occasionally felt threatened by a
student when giving negative feedback
I find it hard to fail a student if I have to tell
them and/or go on working with them
I think students should get immediate
feedback on all assessments
I am happy to give feedback on formative
but UOW should convey summative results
I think good feedback on clinical
performance is a powerful learning tool

SD

D

N

A

SA

N/A

n

0%

3.9%

15.4%

53.9%

25.0%

1.9%

52

11.5%

53.9%

15.4%

13.5%

3.9%

1.9%

52

5.8%

44.2%

26.9%

21.2%

1.9%

0%

52

1.9%

21.2%

21.2%

53.9%

1.9%

0%

52

30.8%

51.9%

5.8%

9.6%

1.9%

0%

52

5.8%

28.9%

19.2%

34.6%

5.8%

5.8%

52

3.9%

13.5%

21.2%

51.9%

9.6%

0%

52

0%

17.3%

21.2%

42.3%

15.4%

3.9%

52

0%

0%

3.9%

55.8%

38.5%

1.9%

52

Almost all (95%) believe that feedback can be powerful for teaching and learning and

79% said they enjoy giving feedback to the a student after watching them. Only 15% did
not feel qualified to give feedback and would like more training. It is acknowledged that
feedback from a preceptor to their student is something that happens on an almost
continual basis in workplace based teaching, however respondents to this survey were
aware that the questions in this section related to giving feedback after an assessment.
Feedback after WBA would include the grade awarded and hopefully some comments on
how the student could improve. While 61% agreed the feedback should be immediate
following the WBA, 60% said they preferred to just give feedback on formative WBA and
leave the medical school to convey summative results.
A number of assessors admitted they do not like (and even avoid) giving negative
feedback because they do not want to upset the student (23%), and/or they have to go on
working with them (40%). They said they find it difficult if the student becomes defensive
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(56%), and worryingly 12% have occasionally felt threatened by a student when giving
negative feedback. This finding compares similarly to other authors (Nair et al. 2015).
Reporting on student performance to the medical school (See Table 4.7)
Table 4.7. Regarding reporting on the student performance to the medical school
Percentage of those who answered
indicating this response to statement:
I am happy to make a pass/fail decision
regarding the student’s performance
I often develop a mentor relationship with
my students. It is difficult to be objective
I am quite comfortable about giving a poor
report on a student to the school
I have never given a poor report on a
student because they are all ‘satisfactory’
I am not comfortable about giving a poor
report because the student sees the report
I would be more honest in my written
comments if my report was confidential
If I fail my student, I feel that it will reflect
badly on me as a teacher
I prefer not to do summative WBA but
would be happy to give progress reports
I would like to discuss an underperforming
student with the school before assessment

SD

D

N

A

SA

N/A

n

7.7%

15.4%

13.5%

50.0%

9.6%

1.9%

52

1.9%

28.9%

30.8%

30.8%

3.9%

3.9%

52

1.9%

23.1%

19.2%

48.1%

1.9%

5.8%

52

7.7%

50.0%

15.4%

21.2%

3.9%

1.9%

52

3.9%

38.5%

26.9%

23.1%

5.8%

1.9%

52

5.8%

15.4%

26.9%

38.5%

9.6%

3.9%

52

11.5%

59.6%

19.2%

5.8%

0%

3.9%

52

0%

40.4%

28.9%

19.2%

3.9%

7.7%

52

0%

1.9%

3.9%

55.8%

28.9%

9.6%

52

While 60% agreed they are ‘happy’ to make a pass/fail decision on WBA, others were
not so comfortable. Over one third (34%) admitted that the mentor type relationship they
have developed with the student makes it difficult to report objectively and only 50% feel
comfortable about giving a poor report on their student to the school.
In addition to damaging the mentor relationship, 29% agreed they were not
comfortable about giving a poor report because the student sees the report. Following on
from this 48% then admitted they would be more honest if the report was confidential,
although there was a divide here with 21% disagreeing and some commenting they
preferred to be direct with their student. Interestingly, 23% said they would prefer not to
do summative WBA at all. This whole area needed more exploration in the interviews.
Although some commented they were unsure of who to approach, 85% said they
would prefer to be able to discuss an underperforming student with the medical school
well ahead of the assessment. Some particularly commented that they were happy to
discuss the student with the university verbally but did not want to put anything in
writing.
“As a clinical tutor I see them perform in a wide variety of clinical situations over time
only a few of which are formally assessed - perhaps just having tutors give an
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assessment at 3 or 4 points in time over the 12 months based on observed performance
in a non-exam situation may be a better indicator.”
Difficulties conducting WBA in your workplace (See Table 4.8)
Table 4.8 Regarding difficulties you experience in conducting WBA in your clinical practice
Percentage of those who answered
indicating this response to statement:
WBA takes quite a bit of time to do properly
and it impacts on my clinical work
I find I do not really have the time to do
WBA properly so I cut it short
I would devote more time to WBA if my time
was adequately remunerated
I find the mental work load of WBA is taxing
as it requires intense concentration
I don’t have any problems finding suitable
patients for CEX-S assessments
I would prefer to do less WBAs as they are
difficult to arrange/ conduct
I would like some feedback from the medical
school on my performance as an assessor
I feel the medical school adequately respects
and utilises my clinical expertise in its WBA
“When assessing their student, assessors
mark according to what they expect of
them”
“Most clinical assessments are more
subjective than objective”

SD

D

N

A

SA

N/A

n

2.1%

12.5%

12.5%

60.4%

12.5%

0%

48

4.2%

47.9%

22.9%

18.6%

6.3%

0%

48

2.1%

35.4%

16.7%

29.2%

12.5%

4.2%

48

4.2%

52.1%

22.9%

20.8%

0%

0%

48

4.2%

22.9%

12.5%

47.9%

12.5%

0%

48

4.2%

50.0%

41.7%

4.2%

0%

0%

48

2.1%

2.1%

16.7%

58.3%

20.8%

0%

48

0%

12.5%

29.2%

45.8%

8.3%

4.2%

48

0%

8.3%

20.8%

60.4%

10.4%

0%

48

0%

14.6%

27.1%

52.1%

6.3%

0%

48

While 73% of assessors find the time taken for WBA impacts on their clinical work,
only 24% admit to cutting the assessment short because of this. (However, if there were
more remuneration for assessment, 41% said they would devote more time to it.) Just
over a quarter agreed that they had problems finding suitable patients.
Only 21% find the mental workload taxing. This was in contrast to the mental workload
described in OSCE (Byrne et al. 2014, Swift et al. 2016).
Interestingly, 79% said they would like some feedback from the medical school on
their performance as a clinical assessor, and only 54% felt that the school adequately
respected and utilised their clinical expertise in WBA assessment. There were some very
strong comments on the need for feedback to the assessors from the medical school:
“We get no communication or feedback whatsoever from the university. We feel
underutilised and totally under respected”
Only 58% agree that WBA assessments are subjective, which is interesting considering
that 71% did admit that when they assess their own student, they tend to mark according
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to what they have come to expect of the student generally, rather than what they actually
observe at the time of the assessment.
“I think examining the students you teach does introduce issues – are you biased
towards them or do you expect too much of them in order to counter any perceived
bias you may have? I think it is also difficult to give an assessment on a performance
when you may know that it is not typically reflective of their ability.”
4.3 Survey of OSCE clinician assessors 2017
Introduction
Objective Structured Clinical Examinations (OSCEs) are widely used to assess the
clinical competence of medical students. UOW assesses students in OSCE examinations at
the end of Phases 1, 2 and 3 (see Chapter 2). Even for a relatively small medical school, it
is a major logistical exercise to have every student in a cohort of approximately 85
students undertake 13 clinical stations on one day. Ideally, two clinician assessors are
required for each station and there is no remuneration for UOW OSCE clinician assessors.
Phase 1 OSCEs happen during working hours but Phase 2 and 3 OSCEs are held on a
Saturday. While most assessors have some association with the medical school, and some
teach students on placement, assessment at the OSCE is not part of their ‘job description’.
So why do they volunteer to do it and what do they find rewarding? The first topic
explored in the survey was their motivation to volunteer their ‘free’ time to assess.
The second topic explored was that of training and preparation for OSCE assessment.
Training for assessors at the 2017 OSCE at UOW, was last run via live and video
conferenced sessions to remote sites, in March of 2016. The video recording of this
training was available online for those who could not attend. There was no ‘live’ training
conducted in 2017 prior to this survey but the recorded version from 2016 was again
available online for those who were new or wanted a ‘refresher’. This training included
one pair of videoed stations (good v poor) for discussion as an example for standard
setting.
In addition to the training sessions offered some weeks ahead of the OSCEs, the
medical school also sends each clinician assessor an ‘Information Pack’ (hard or soft copy
as preferred), which summarises the process of the OSCE and how to complete the mark
sheets. Staff send this out a few days before the OSCE and include details of the specific
station(s) that the assessor will be examining. Prior to the OSCE starting on the day, there
is also a briefing for all assessors, covering the process for the day and dealing with any
questions they may have.
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Whether or not training affects the reliability of the OSCE (Newble et al. 1980),
engaging assessors in training programs is a challenge for UOW as it is for some other
institutions. Do assessors think it is important? How useful do they find it?
The third topic explored involved the difficulties experienced by OSCE assessors. The
Phase 2 and 3 OSCEs at UOW take place on a Saturday, commencing at 8.00am and
finishing at 5.30pm. There are three 150 minute-rounds with meal breaks in between.
This is a long hard day of focussed attention and some assessors only commit to do one or
two rounds because of fatigue. What else do they find difficult? How do they cope with
difficulties? The subject of bias and assessor judgements was explored in the fourth topic.
There had been no training for assessors on the subject of possible bias due to issues such
as contrast or halo effects, prior to this OSCE.
The final set of questions
explored the subject of
feedback to the assessors.
For the previous two years at
UOW, clinician assessors at
the OSCE have received
individualised feedback on
their performance at the
OSCE compared with other
assessors on that day in the
Fig 4.1 Assessor feedback graph example

form of a graph such as the

one in Fig. 4.1. The red dot indicates the mean global rating plotted against the mean
station score awarded by that assessor, and enables them to compare their marking
against the scores of other assessors. In this example, the assessor has a good correlation
between score and global rating (on the average line). However, overall this assessor is
awarding lower scores and marks than other assessors. This could be because the station
was a particularly hard one for students compared to other stations, or it could be that
this assessor is more stringent (a Hawk). Assessors are encouraged to reflect on their
results. This is similar to feedback given to assessors in a study by Crossley et al. (2019) in
which they demonstrated a willingness by some assessors to incorporate this information
into their assessment practices. In this survey, I sought assessor opinions of this feedback.
Questions in the key theme areas covering: Motivation, Training, Difficulties, Bias, and
Feedback, also attempted to explore the opinions of OSCE assessors in order to compare
with those of WBA assessors discussed in Chapter 4.2. While a proportion of clinician
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assessors at UOW assess students for both OSCE and WBA, the actual number who
answered both surveys is unknown due to the anonymity of the surveys. It is likely to be
approximately 20-30 assessors in total and it is interesting to ask why assessors have
more problem failing an underperforming student in WBA than in OSCE.
Method
During the OSCE examinations for Phase 1, Phase 2 and Phase 3 students at UOW in
2017, clinician assessors were invited to complete an anonymous survey focussed around
the questions discussed in the introduction above. The questionnaire was specifically
designed for this survey. It was not possible to conduct a pilot of this survey form prior to
the day although similar survey formats have been used at previous OSCEs. The questions
can be seen with the answers in Tables 4.9 – 4.13. Participants were asked to indicate
their agreement with a number of statements regarding each topic on a five-point Likert
scale. The five-point Likert scale on all tables was graded as follows: SD (Strongly
Disagree), D (Disagree), N (Neutral), A (Agree), and SA (Strongly Agree). Results are
expressed as a percentage of those who answered that question with ‘n’ indicating the
number answering this question. Participants left questions blank if they did not apply to
them. This was particularly relevant for Topic 5 as some participants had not yet received
their feedback graphs to comment on. These results are summarised in Tables 4.9 - 4.13
and expressed as a rounded percentage of those who answered that question.
There was an opportunity to add comments at the end of each section which were
analysed individually and representative comments included in the results. Assessors
completed the survey at the end of the day.
Many of the approximately 130 assessors attend for more than one OSCE but each
assessor completed only one survey during the OSCE period of May – July 2017. We
received 104 completed surveys giving a response rate of 80% and the data were analysed
using Excel. The Human Research Ethics Committee of the University of Wollongong
reviewed and approved this study. Ref No: 2017/044. Survey form, PI, and Ethics Approval
are located in Appendices pp 55-60.
Results
With a response rate of 80%, the demographic data reflected a realistic picture of our
clinician assessor cohort for the 2017 OSCEs.
Gender: 65% Male / 35% Female

Age: 21% < 40yrs / 79% 40+yrs old
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On motivation to volunteer to assess at the OSCE for UOW (See Table 4.9)

Table 4.9 Motivation to assess at OSCE for UOW
Percentage indicating this response to statement:

SD

D

N

A

SA

n

I think clinical assessment of students is v. important

0%

0%

0%

13%

87%

104

I enjoy the day and interacting with my peers

0%

0%

3%

61%

46%

104

I find assessment interesting and enjoy the challenge

0%

0%

0%

57%

43%

104

Assessment for the OSCE is part of my role with UOW

7%

8%

20%

29%

36%

99

All clinicians should teach / assess if available

0%

3%

20%

36%

41%

104

It is my duty to the future patients of these students

0%

0%

8%

37%

55%

102

Almost 100% reported that they think assessment of students is very important and
part of their duty to the future patients of these students. Most believed that all clinicians
should engage in teaching and assessment when they are available.
There was also almost 100% agreement with the statements that they enjoy the day.
They liked the opportunity to interact with their peers, found the assessment process
interesting, and enjoyed the challenge. (Obviously, only doctors who were attending to
assess the OSCE completed the survey. This self-selected group therefore, both believed
in, and enjoyed the process.) A number commented that they also enjoyed the
opportunity to give back to their profession as a whole and to the medical school at UOW
in particular. Others looked forward to seeing the students progressing. A similar study by
Humphrey-Murto et al (2005) demonstrated very similar answers to these questions.
“I enjoy the process of assessing and helping influence the future workforce positively”
“Interested to see how students are performing in the context of my teaching”
“If you don’t participate in the training of doctors, you don’t have the right to complain
about the (lack of) training they have.”
On the preparation and training received to assess this OSCE (See Table 4.10)

With regard to the Information Pack, 91% agreed that it was useful and said they felt
well prepared, and 86% found the briefing helpful and agreed it was important to attend.
The majority agreed that the training had helped them to know the standards expected
and only 31% indicated they would like more training.
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In this survey, 79% said that they thought training improved the reliability of the OSCE and 65%
said it improved their confidence in marking. Most participants agreed that experience with
OSCE assessing made the whole activity easier
Table 4.10 On the preparation and training received to assess this OSCE
Percentage indicating this response to statement:

SD

D

N

A

SA

n

The training helped me to know the standards

1%

2%

13%

69%

15%

103

The information pack was useful and I felt prepared

2%

0%

7%

63%

28%

104

The briefing today was important and very helpful

0%

0%

14%

66%

20%

104

I would like more training on OSCE assessment

3%

24%

42%

28%

3%

104

I think assessor training improves reliability of OSCE

0%

1%

20%

64%

15%

100

I find training improved my confidence in marking

0%

3%

22%

61%

4%
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This survey suggests the OSCE clinician assessors feel better trained, prepared, and
experienced for the assessment task required of them compared to the WBA assessors.
While part of the reason could be due to many assessors having a longer experience with
OSCE assessment, the centralised location and time of the OSCE also makes delivery of,
and attendance at, training and briefing much easier.
On the difficulties you experience as an OSCE assessor for UOW (See Table 4.11)
Table 4.11 On the difficulties you experience as an OSCE assessor for UOW
Percentage indicating this response to statement:

SD

D

N

A

SA

n

I find it hard to know the expected standard

9%

56%

20%

14%

1%

104

I find it becomes easier with more experience

0%

1%

7%

71%

21%

104

I find assessing for more than 5 hours very tiring

1%

9%

27%

45%

18%

100

I feel it is hard to sustain concentration all day

3%

20%

19%

46%

12%

99

I find it difficult to assess outside my specialist area

9%

57%

26%

6%

2%

103

I am not confident about failing a poor performance

16%

67%

8%

8%

1%

103

I find making a ‘Global Judgement’ difficult

13%

64%

18%

5%

0%

103

It is hard not to help the student by prompting

10%

44%

24%

17%

5%

72

I prefer changing stations as it helps concentration

4%

16%

35%

36%

9%

96
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The majority of assessors (63%) said they found assessing for more than 5 hours was
very tiring and 58% admitted it was hard to sustain concentration for the day. Many (45%)
request to change stations between rounds to maintain interest and engagement.
“I have been only doing one session each exam day to give candidates my best”
“Today was a bit long for me! >5hrs is difficult for sitting and concentration”
Generally, the assessors did not find it hard to know the expected standards. Only 9%
agreed that they found it difficult to fail a student for a poor performance in a station and
a bare 5% agreed that they found it difficult to make the global judgement. They
attributed this to the clear marking guidelines and a number mentioned that they took
the first three to five students to set the standards they should expect for the station. This
confirms the findings of other researchers in the field (Yeates et al. 2015).
“Rubric excellent”
“Trying to get an even standard of marking especially over the first five students or so”
“Hard to know the standard at the start of the session, more clear by end of the day”
On factors that may affect your assessment decisions in OSCEs (See Table 4.12)
Table 4.12 On factors that may affect your assessment decisions in OSCEs
Percentage indicating this response to statement:

SD

D

N

A

SA

n

If the student is very good at some skill I tend to give
them good grades for other skills too
If the first student is very good, I think I tend to mark
the following students a bit harder than is fair
I sometimes ignore the ‘mark criteria’ and mark
according to what I think is important in the station

3%

55%

25%

17%

0%

100

6%

49%

32%

13%

0%

100

27%

59%

11%

3%

0%

99

A few questions attempted to investigate the assessors’ perception of bias in OSCE and
showed that OSCE assessors denied these effects even though the literature has clearly
demonstrated they are an issue in OSCE (Turner and Dankoski 2008, Yeates et al. 2013).
On the ‘halo’ effect, when a student was good at some aspect such as communication,
only 17% admitted they tended to mark the student up overall while 58% denied this
influenced them. Similarly, with regard to the ‘contrast’ effect, when marking students
following a particularly good or poor student, only 13% thought this affected their
subsequent marking while 55% did not. A small number (3%) admitted that they
sometimes ignored the station mark criteria and instead marked according to what they
thought was important in the station, however the majority disagreed with that. In their
comments some assessors noted that knowing the student from teaching them in clinical

86

placements effected their marking so that they marked according to what they knew of
the student rather than what they witnessed in the station.
“Knowing the students well affects my marking, both positive and negative opinions”
“[Bias] certainly happens but I've examined for many years and have developed
checks/balances - hopefully I'm not too bad now”
“A student who is very good at communications creates an expectation that they will
also be good in other aspects and there is certainly a tendency to compare students
based on the performances of their immediate contemporaries”
While they understood the questions, they generally denied anything affected their
judgement apart from fatigue. A strong adherence to the mark criteria certainly helps but
there is room for more training in this area to increase insight, and decrease effects of
biases otherwise well documented in the literature (McManus et al. 2013; Stegers-Jager
et al. 2016; Wood 2014).
On feedback on your performance as an OSCE assessor for UOW (See Table 4.13)
Table 4.13 On feedback on your performance as an OSCE assessor for UOW
Percentage indicating this response to statement:

SD

D

N

A

SA

n

I found my graphs compared with others, very helpful

0%

0%

17%

53%

30%

60

I was surprised at my position on the feedback graph

0%

34%

50%

14%

2%

56

I would like more feedback on my assessing

0%

6%

31%

56%

7%

68

I would like feedback on the student cohort results

0%

3%

17%

68%

12%

71

I would like to know the process for students who fail

0%

13%

51%

28%

8%

71

Of those that were able to answer, the majority (83%) agreed that they found the
graphs very helpful in ensuring they were marking to the appropriate standard and there
were numerous comments indicating assessors appreciated this feedback.
“It feels just right. I love the scatterplot!!!”
Only 16% were surprised at their position on the graph and all of those assessors
commented that they had thought they were more stringent than the graphs indicated.
While 63% said they would like more feedback on their individual performance as
assessors, 80% said they would also like feedback on the overall student performance.
Generally, they seemed to feel well treated and respected for the task they performed
and overall, they appreciate the smooth running of a complex day.
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The comments in this survey reflected the positive atmosphere and ‘feel’ of the OSCE
day. Assessors appreciate the chance to chat with their peers and colleagues, the
‘gourmet’ food provided at breaks, and the organisation that ensures the day runs
smoothly. They leave feeling they have made a worthwhile contribution, and are satisfied
that their efforts have been appreciated and valued. The training and briefing materials
combined with the individual feedback, contribute to them feeling respected and their
expertise utilised. The day may have been tiring but they have been publically thanked,
and there is some ‘kudos’ gained from being known as an assessor for the university
OSCEs.
These very positive feelings combine with the strong motivators to engage in
assessment and these aspects of the program and process will stimulate assessors to
return next year and voluntarily give their time to clinical assessment of medical students.
4.4 A comparison of the two assessor survey findings
While the survey questions for each assessor group were designed to be unique to their
role, a number of questions were common to both groups and a comparison of these
answers is interesting. Table 4.14 enables a comparison of some sets of answers. The
green highlighting indicates the questions where the disparity between the answers of the
two groups of assessors was most obvious.
Table 4.14 Comparison of WBA and OSCE assessor survey results
Percentage who agreed or strongly agreed with the following statements:

WBA CAs

OSCE CAs

I enjoy teaching and assessing

90%

100%

I feel clinical assessment is very important

84%

100%

Assessing is my duty to profession and patients

89%

92%

I feel respected by the medical school for assessing

54%

93%

I found my training to assess useful

30%

85%

I would like more training in assessment

66%

31%

I think training improves reliability

89%

92%

I need more specific marking guidelines

52%

15%

I find it hard to fail a student

23%

8%

I find more experience helps my assessment

83%

92%

I would like more feedback on my assessing

79%

60%

Clinical assessment is tiring

21%

65%
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What they have in common:
Both groups of assessors almost unanimously admit they enjoy clinical teaching and
see assessment as part of the teaching process. They see it as an opportunity to give back
to their profession in some way, which suggests an appreciation of the efforts previous
clinicians had made to teach and assess them. Perhaps the most outstanding motivator
for both groups is their belief that clinical assessment is an important professional
responsibility to ensure the safety of future patients.
The surveys were anonymous and participation was optional. It is recognised that this
in itself both limited the potential number of completed surveys returned, and ‘selected’
those who made the effort to complete them. It was clear that some assessors had very
strong opinions and embraced the opportunity to have their say.
Where they differed:
An important contrast between the two groups of clinician assessors is seen in the
area of training with only a third of WBA assessors having received training, compared
with most OSCE assessors. This raises the obvious question regarding the place of training
in relation to the usefulness of WBA results, and is possibly why assessor training is often
suggested as the solution to problems with WBA results. However, as discussed in
Chapter 3.7, the literature does not support this suggestion.
All assessors want feedback on their performance as assessors, and 83% of OSCE
assessors find their feedback graphs of some reassurance. WBA assessors by contrast,
have little feedback in any form and it is a challenge to find ways to give feedback to
individual assessors, especially when they work across many different and remote
placement locations.
OSCE assessors reported little problem with failing a student who did not meet the
criteria, but WBA assessors clearly find it more difficult. Many attribute this to the design
of the mark sheet with OSCE assessors finding the marking guidelines clear and easy to
use. WBA assessors find the lack of clear marking guidelines on expected standards
problematic. While it is not possible to write a marking rubric for every conceivable WBA
scenario, is there a way to give clearer guidelines and would it make a difference?
While OSCE assessors find the collegiality of the day and the public acknowledgement
by the university a bonus, perhaps WBA assessors struggle with feeling isolated and taken
for granted at times. Some WBA assessors in the survey commented that they were
reluctant to fail because they did not feel supported by the university, or trust the
university to appropriately remediate and support the struggling student. Is it possible
that training, and some attempt as feedback, even if it does not change inter-rater
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reliability, may help make the WBA assessors feel more engaged, valued, and supported
by the university? Of course, that may or may not necessarily translate into more useful
WBA result data.
4.5 Contribution of the surveys to this research
The results are summarised and presented below demonstrating how they relate to the
conceptual framework model.
The Institution and Process:
Aim: To explore how the institutional process for WBA effects the assessors, and
ascertain whether this in turn effects WBA decisions.
WBA assessors for UOW did feel somewhat unsupported by the institution and only
54% of respondents felt that the medical school respects and utilises their expertise in
WBA. There were comments suggesting some WBA assessors were unwilling to fail a
student because they were not confident there was a good remediation process in place to
support the student. Half the WBA respondents said they would prefer the medical school
(not the assessor) delivers the results of summative assessment. The WBA process which
required them to assess their own student and give summative grades as well as feedback
to the student face to face, made it difficult to fail a student with 10% saying they would
never fail a student in WBA.
The Clinical Assessor
Aim: To determine whether apparent leniency is due to a different assessor perspective
on WBA to that of the institution. To ascertain assessor perspectives on training and
assessment behaviour, and how they perceive WBA reliability.
While many said that they would like more training, and that they felt training would
improve the reliability of the assessment, they did not seem to strongly feel that training
was absolutely necessary which is interesting. The assessors agreed that WBA was
important as part of the student assessment process, but 69% of assessors saw learning as
the most important purpose of WBA and felt it should not be about pass/fail decisions.
Despite a number of difficulties with WBA, including lack of time and remuneration, they
were highly motivated to engage in the process. They enjoyed giving feedback to the
students generally but many admitted to balking at giving negative feedback face to face
on a poor performance in a summative assessment. Only 15% did not feel qualified to give
feedback and wanted more training in this area.
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The Mentor Relationship
Aim: To determine the benefits and ramifications of the mentor relationship for learning
and assessment in the workplace as perceived by the assessors.
This survey identified that mentors want to be supportive of their students and
encourage their learning and that this relationship made it difficult to be critical of their
performance and/or fail them face to face. Many said they would be more willing to
express any concerns they have via discussion with the university, if the process was
confidential from the student.
A number also commented on the difficulties in assessing your own practice student,
failing someone you like, and having to give negative feedback to a student you have an
ongoing working relationship with. They certainly found the mentor relationship caused
them to feel conflicted when conducting summative assessment.
The Mark Sheet
Aim: To ascertain what effects the WBA process, and wording of the mark sheet, have on
WBA results and what alterations assessors think would help.
With regard to WBA, at least 60% of assessors said they understood the process and
the language of the mark sheets, however just over half said they found it difficult to know
the standard expected and wanted clearer guidelines. Disturbingly 40% felt it was
something of a tick box exercise and difficult to use to describe student performance.
Almost 50% said they would prefer to provide confidential narrative comments direct to
the medical school as they could be more ’honest’ if the students were not given them
directly.
The Student
Aim: To determine whether student perceptions of the purpose of WBA does affect their
behaviour in WBA, and the impact of this on the results.
Many participants felt that student behaviour was a factor, confirming they
agree that some students become strategic about gaining the highest grades and wherever
possible target easy subjects and lenient assessors. Some indicated students had pressured
them to give good grades, and 12% even felt threatened at times by a student. A few
assessors commented that some students only handed over the mark sheet for completion
after receiving positive feedback and presuming they had done well.
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Following the assessor surveys, it appeared that different aspects of the framework
were significant to assessors compared to those identified by a review of the wider
literature. As depicted in Fig. 4.2, the assessors felt that the Mentor Relationship
(especially with face to face delivery of summative results), involving the Institution and
its WBA processes, were the major issues with regard to inflated results. The results of the
surveys were used to guide the direction of the interviews reported in Chapter 5. These
interviews were used as an opportunity explore issues raised in greater depth.

Fig. 4.2 Conceptual Framework in response to the WBA assessor survey
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CHAPTER 5 The Clinical Assessor Part 2 – Interviews

Plate 5.1: Lunch at Lowe Vineyard, and time to discuss and reflect.
Mudgee Hub
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The review of the literature (Chapter 3) and the WBA assessor survey (described in
Chapter 4) defined some areas that warranted exploration in greater depth including:
Training; the Grading System; the inflated WBA student results and the failure to fail;
providing grades face to face; the mentor relationship; and difficulties with WBA
implementation.
The aim of this part of the research then was to further elucidate the assessor
viewpoint by exploring these questions in depth with some experienced clinician
assessors in their workplace, and to give them time to explain their opinions and
viewpoints. Berendonk et al. (2013), like other researchers in the field, have used this
semi-structured interview method, and demonstrated its ability to produce rich
information around how assessors perceive themselves and their task.
5.1 Interviews: Method
Interviews were conducted over a period of ten weeks from July to October 2017 while
visiting outer metropolitan, rural, regional and remote training hubs for UOW medical
students. All Regional Academic Leaders (RALs) responsible for supervising and assessing
Phase 3 students in the community placement hubs were invited to participate, as were
other experienced clinicians in their hub, who were preceptors for UOW students. This
purposive sampling technique aimed to gather opinions from clinicians experienced with
WBA, and with UOW processes and curriculum. All invitees had been clinical assessors for
UOW for more than four years.
Interviews were conducted face to face in the participants’ workplaces. Participants
had received participant information regarding the purpose of the research ahead of the
interview. The semi-structured format of the interviews consisted of seven broad
questions (see Table 5.1). The participants received these questions two weeks in advance
and had a written copy to view during the interview. Before finishing, participants were
invited to add any other comments they wanted to make about WBA.
At interview, each question was read out and, generally, the interviewee took up to
ten minutes to answer and expand on the aspects that seemed important to them. My
interview style was ‘empathic’ rather than ‘iterative’ as I did not change the questions
over the time. Occasionally it was necessary to clarify a point or redirect the track of the
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conversation back to the topic. Although some questions were ‘double barrelled’ and
somewhat complex, the participants were high functioning experts in the field and none
of them appeared to have problems understanding and answering the questions. While
the questions formed the starting point, the participants often introduced related
thoughts on which they were encouraged to elaborate.
Table 5.1 Interview Guide used in semi structured interviews
1. On training of assessors for WBA
What do you see are the advantages of training in conducting WBA? What do you
think training should cover and how should we do it?
2. On motivation for conducting WBA
Why do you engage in teaching and assessing medical students?
3. On grades: excellent v unsatisfactory grades in WBA
Why do you think so many of our students get ‘excellent’ grades and why are
assessors are so reluctant to fail?
4. On giving feedback
How do you feel about giving feedback on the performance of the student in an
assessment? If the assessment is summative, who do you think should give the
student the results?
5. On reporting to the medical school
If you have a student who is underperforming, how do you think this should be best
handled?
6. The Mentor Relationship
How important to you is the mentor relationship and how does this effect WBA?
7. On difficulties conducting WBA
What do you see are the major problems or difficulties in conducting WBA?

Each interview lasted approximately one hour and was recorded using a Sony IC
Recorder. Interviews were transcribed verbatim with the assistance of Trint.com
transcription software. A copy of each transcription was sent to the relevant interviewee
with an invitation to make any corrections and additions they wished before returning it.
Most interviewees responded with thanks and assurance that they were happy with the
transcription while one wanted some minor changes made.
Participation was voluntary and the participants received no remuneration. All
participants signed consent forms for use of their material in this thesis and for
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publication. All identifying names and places were removed from the scripts during the
transcription process. The Human Research Ethics Committee of the University of
Wollongong approved this study on 30/5/17. Ref: 2017/239. Ethics Approval, invitation
letter, and Participant Information are located in the Appendices pp 47-54.
5.2 Interviews: Results and Themes
Sixteen clinicians accepted the invitation to participate in the interviews. The
participants were code named CA 1 – CA 16, and consisted of General Practitioner and
Emergency Department preceptors based in hospitals and community practices across
NSW (see Fig.5.1). All of the interviewees engaged in more than one type of clinical
assessment. Some assessed medical students or two or more different universities.
Others assessed different levels of trainees including undergraduate medical students,
postgraduate GP registrars, and international medical graduates. There were four female
and twelve male participants. Saturation of themes on most questions was achieved by 14
interviews. The clinicians participated with enthusiasm, generously donating their time.
On reflection, it seemed to me this related to how important they felt the subject was,
and how grateful they were that someone actually wanted to ascertain their opinions.
(Author’s Field Notes 25/7/17)
“I think [WBA] is an incredibly useful tool for gauging student performances. It gives
feedback in a more realistic in-vivo situation … it's not all about assessment, it's about
real people in real situations.” CA 4

Fig. 5.1 Map of NSW with locations of the clinical assessors CA 1 – CA 16
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The transcribed responses to the questions were then analysed using the framework
approach to qualitative data analysis (Smith and Firth, 2011). This allows for description
and interpretation of participant’s views through a series of interconnected stages: from
initial analysis the information is coded; themes are then drawn from analysis of the
coded material; and finally a “constant refinement of the themes leads to the development
of a conceptual framework that explains how the themes operate, interconnect, and form
a scaffold for further analysis and research.” (Smith and Firth, 2011, p 55, 1st para).
The transcriptions were initially coded under 13 topics relating to the questions.
Further thematic analysis of the coded material revealed six themes which were identified
from the interviews. The themes were: WBA assessors feeling undervalued by the
institution; the difficulty of failing and/or giving negative feedback face to face; the
importance of teaching in the workplace; the impact of the mentor relationship; the mark
sheet, grades and language; and the effect of student behaviour in summative
assessment. Further study of, and reflection on, the themes enabled the development of
the conceptual framework used through this thesis, and the diagram (Fig. 5.2) below
displays the way these themes contributed to the framework and interrelated.

Fig 5.2 Relationship of interview themes to the framework
The findings of the interviews are summarised and discussed using the structure of the
framework. Relevant comments and quotes are included as the findings are elaborated.
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5.3 The Institution and the Process
Aim: To explore how the institutional process for WBA effects the assessors, and
ascertain whether this in turn effects WBA decisions.
A. WBA assessors feel undervalued by the institution
Only half of assessors in the survey (Chap 4) felt adequately utilised and respected for
their expertise. Assessors repeatedly came back to this theme in the interviews. They
cited the lack of training, lack of pay or other recognition for their work, and the lack of
time allocated to assess properly, as evidence for this.
One particular theme here was the lack of feedback to them on their performance as
teachers and assessors. Five of the interviewees mentioned the need to increase the
engagement of workplace-based assessors with the school. They cited feedback from the
university as one of the ways to do this. They asked for more feedback on how their
respective students had performed, and what the students had thought of their
experience at that hub and practice. They also asked for feedback on what happened to
the results of the WBA they sent in to the school.
“For example … I find it very reassuring to have feedback from the university about
how I'm assessing my students or how I'm participating in various programs.” CA 1
Another five assessors commented that training for assessors by the institution
demonstrates respect for the assessors and for the assessment process as it signalled that
assessment is important. They also felt that training delivered by the institution increases
engagement with the institution, and that this was an advantage in a program that
depends on engagement for sustainability.
“I think it's also important that the university tells us how seriously they're going to
take us.... So we need to know that what we say will be, you know, taken into
consideration because if it's not really taken into consideration then I just want to tick a
box … and move on.” CA 13
This assessor is suggesting that the perceived lack of respect for WBA and WBA
assessors by the university, is one of the possible contributing factors for why WBA mark
sheets are just ‘ticked’, and hence may be a cause of inflated grades and the failure to fail.
B. Assessors are unclear re the institution’s purpose for WBA and the ramifications of results
Assessors struggle to understand the true purpose and place of WBA in the overall
curriculum and felt this was one area the institution needed to make clear in training as
this in turn enabled them to understand the priority in terms of what to focus on.
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“What the purpose of it is - so is it a pass/fail or is it something that we use to guide the
students? Is the assessment part of a feedback process or is it you know part of a rate
limiting step? In other words, might the things that we say or do be used to stop
someone from proceeding to the next part of their course?” CA 13
C. Assessors do not trust the institution to care for the underperforming student
Assessors admitted that they were reluctant to give a poor grade to a student, as they
did not trust the institution to support the student appropriately. Further, they did not
trust the system/institution to use this result to help the student rather than impede their
future career. Seven of the interviewees said that if they noticed a student was struggling
or not engaging, they would have a quiet chat with the student first. They would try to
assist the student themselves with any issues if they could.
“I want to go to the student and ask them what their perception is … Do they think
there's a problem? If they see it as a problem you're more likely to have some
constructive criticism accepted and can work your way forward. If they don't see it as a
problem then you have a conflict.” CA 1
The remaining nine of interviewees preferred first to confer with other colleagues who
knew the student, to be sure that they had the correct perception of what was happening
with the student. (This lack of confidence in their ability to detect a problem was
interesting considering their substantial experience both as clinicians and as student
preceptors. Author’s Field Notes 12/9/17.) Following confirmation of their concerns, they
would then approach the student to raise the issues.
“Well first thing I’ve got to do is validate my own observations by talking to others who
work with that student. So I go through a process to ensure it's not just me and equally
I have to make sure when I get reports about someone, that I validate them…” CA 13
Almost all the interviewees indicated that they would initially try to remediate the
student’s issues themselves at the local level and with the assistance of local colleagues as
required. They said that if needed, they would then escalate the issue to the medical
school for further assistance. When asked whether they felt supported by UOW in the
management of an underperforming student, eleven interviewees said that UOW was
supportive although three cited times they had felt inadequately supported.
“But I've sort of felt quite capable of remediating and I think the things that would
make me escalate would be where I would feel that we were unable to make progress.
… Sometimes I don't really think that the senior faculty would be any better at fixing it
than I would.” CA 13
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D.

Assessors feel the university does not trust them because it fails to feed forward
There was a subtle underlying theme of a ‘lack of trust’ between training institution
and WBA assessors as viewed from the assessor perspective. Assessors cited the lack of
‘feeding forward’ information on a student who may have been struggling previously, as
well as poor support at times for assessors if they flagged a problem student, as examples
of the university “not trusting them”. The university had cited the right of the student to
confidentiality about their problems, as the reason for not disclosing information about
the student. However, to doctors who are accustomed to maintaining confidentiality
about patients, this implied the university did not trust them professionally.
“It would be really helpful if we could have some idea of any problems when the
student comes to us. There is this funny idea that if you see their previous results you
will somehow prejudge them and it will have a negative effect.” CA 4
Three had felt unsupported when they had had a student they perceived to be
underperforming and/or at risk of failing or dropping out.
“Well when I had a situation like this, I felt unsupported by the student even being sent
here in the first place really… Well to me I think [the school] is not being straight by
trying to hide behind some sort of confidentiality barrier”. CA 7

E. The institution should understand the difficulty of face to face result delivery
As assessors found it hard to give summative WBA results face to face, they felt that
one of the ways the institution could demonstrate respect and understanding for its
assessors, would be to relieve them of doing this. Eight of them preferred the grades on
summative assessment be given anonymously or by a third party as it disturbed the
feedback process.
“I'm happy to give feedback but I don't think you should give them the mark - I think
that somebody else should give it. Because if you are going to give them the mark they
are just waiting to hear the mark and not listening to the feedback. And the second
thing is, it's going to affect the mark you give if they are sitting in front of you. You
won't fail them.” CA 14
Two interviewees remarked that a final summative grade of ‘Fail / Unsatisfactory’
should not come as a ‘surprise’ to the student, the assessor or the medical school.
“But in something like a summative supervisor performance review, an unsatisfactory
shouldn't come out of the blue… If there are issues, we discuss the issues, and you know
someone who's going to fail should actually know that they're at risk of failing - they
should be aware of it” CA 11
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Assessors really wanted to have a way of giving struggling students a warning that they
were at risk of failing, and enable remediation early, rather than wait until it is too late.
5.4 The Clinical Assessor
Aim: To determine whether apparent leniency is due to a different assessor perspective
on WBA to that of the institution. To ascertain assessor perspectives on training and
assessment behaviour, and how they perceive WBA reliability.
A. Assessor perspectives on the purpose and importance of WBA
Assessors expressed the view that teaching in the workplace was powerful for learning
and hence very important. This was the first reason most gave for their motivation to
engage in the program. For many assessors, the importance of training the future medical
workforce outweighed or even negated the effects of feeling undervalued in the role by
the institution. Not only do preceptors see the workplace as the most valid and ‘real’
training ground, they also felt that WBA had great ‘validity’ to the future professional role.
When asked why they had engaged in teaching and assessing initially, nine
interviewees said they saw teaching and assessing future doctors as an important part of
the role of the experienced doctor currently engaged in clinical practice.
“I can't help it. I think I'm a teacher that happens to be a doctor. … I think if you're a
consultant in any field … and you're not teaching and leading, then you need to have a
big self-reflection, because that's part of your job. And if you don't think you're
teaching or leading, you still are, and maybe not doing it effectively.” CA 9
Five cited the concept of being able to give back to the profession that had given them
so much, by training those who would one day take over from them. It was a way of
“passing on the baton” (CA 15). Another five recalled senior clinicians giving time and
effort to teach them when they were students themselves. This was their way of saying
‘thank you’ regardless of the remuneration value. Five interviewees pointed out that
although some remuneration was available, it in no way covered the expenses of having a
student in the practice, whatever their level, and they emphasised strongly and
repeatedly, that financial gain was not the reason they undertook to help train future
doctors.
“Well it doesn't pay. That's for sure. No it doesn't pay.” CA 11
Three reported their delight at having the opportunity to positively influence and
contribute to the future workforce, especially in the rural areas of workforce shortage.
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“I'm pretty serious about the fact that we need to work hard to do something about
the shortages of the rural workforce. And not just appropriate for rural but also
appropriate for Indigenous communities. I'm really passionate about that.” CA 10
B. Assessor motivations for engaging in workplace teaching and assessing students
Another reason that emerged when asked about their motivation was the way the
UOW program valued the contribution that general practice could make as a good
training ground for medical students. Traditionally training for medical students has been
hospital-based, but the interviewees felt there was so much rich teaching material also
available in the community. The use of General Practice for workplace-based teaching
contributed to five of the interviewees feeling more respected and valued by institutions.
Two of these even pointed out that in addition to being good for the student and teacher,
it was also good for the community patients to be part of this process.
“I see that rural medicine is not only fascinating but it has a vast array of clinical
problems and experiences that I think are very hard to see in any other area of
medicine. And I see this as a wonderful learning environment and experience.” CA 8
Almost all the interviewees began by saying how much they enjoyed teaching although
as one pointed out, on the occasions they have had students who were disengaged,
teaching and assessing could quickly become unpleasant for everyone. Their ‘enjoyment’
of teaching did not necessarily extend to WBA although many noted that assessment was
part of teaching and they enjoyed the opportunity to see the progress their students
made. Two remarked how they enjoyed feeling needed and appreciated by the younger
generation. A recurring response was how much they enjoyed working with young people
who were enthusiastic, full of fun, and passionate about medicine.
“Umm...Because I love it. … Yeah it's nice to feel like you've got something to pass on
and feel like you've got some friends that are a generation younger. … But you know
they sort of need you. It's a very inspiring thing to feel that.” CA 1
Six interviewees also alluded to the fact that teaching keeps them up to date with
current ‘best practice’. While this was not the reason they had engaged with teaching in
the first place, they all found it was a personal reward for doing so. In some way, it
seemed to rekindle their initial passion for their profession and kept them in touch with
academia.
Three interviewees spoke about how special it was for them to feel that they could
teach the students more than just the science of medicine. They saw it as both important
and rewarding that they could teach the ‘human’ aspect of medicine.
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“And I think I can influence students in not just learning about medicine but learning to
be very skilled at dealing with a wide variety of people.” CA 10
C. The Failure to Fail – difficulty giving summative results and negative feedback face to face
Although many assessors said they thought they could fail an underperforming
student, most admitted when asked, that they had never actually done so (Author’s Field
Notes 30/9/17). In the WBA survey (Chapter 4.2) 71% of assessors stated they could fail a
student when needed, but based on UOW results for WBAs over the last 10 years, over
95% of our assessors never have. Interviewees were asked to reflect on these issues. The
most strongly cited reason was that they simply found it too hard to do, especially face to
face. In their primary role as doctors, they described themselves as trained to help and
encourage people, and said that failing a junior colleague went completely against their
personal ethos. Interviewees described being asked to fail their students as “the wrong
thing to ask us to do”. They admitted to even avoiding giving negative feedback for the
same reason. Assessors attributed this to “not being used for what we are good at”. They
also attributed the elevated grades in WBA to finding it difficult to be honest in the face to
face setting.
The majority of interviewees stated that failing a student in a summative WBA and
having to tell them face to face was just too difficult. Eight pointed out that doctors want
to be ‘nice’ and ‘encourage’ people and said that failing their student goes against the
grain. Seven actually said they ‘hated’ being asked to do it. One interviewee even pointed
out that it was so difficult, that the preceptor who could fail a student face to face was
‘out of line’ with what was normal workplace-based assessor behaviour!
“Doctors hate being made to [do this.] We all like to talk about how we would fail a
poor student but in reality I don't think we're very good at it at all. So you know I think
that doing it openly makes it worse because it's not only that we've got to do
something that sort of grates on us, but we've got to do it in front of the people. You
know as a profession we keep on giving. … The average doctor would be paralysed
from writing 'unsatisfactory'. And so I think it is such an anathema that I actually think
the doctor who is capable of writing 'unsatisfactory' may have issues themselves. I
mean because they're so far out of line with their cohort.” CA 13
One pointed out how time consuming and stressful it was to fail a student while two
others described trying to find any way they could to justify passing the student.
“And I will also say it is hard to give them a fail... No one wants to fail so you try to find
the positives in their performance and say - well you are probably almost there.” CA 4
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Interviewees pointed out that in addition to having repercussions for the student’s
progress, failing them upset everyone else as well. The working relationship can be
damaged and students, assessors, other staff, and even patients may all be distressed.
“I think it's because it's too hard to fail. I think people feel guilty almost when failing
the student. You feel sorry for them or that you are letting them down as their
preceptor maybe. Doctors like to help people. They don't want to make people feel
miserable. It's a kindness thing I think.” CA 16
Two interviewees pointed out that a failure of a student at WBA reflected a failure of
the preceptor-teachers to detect and remediate the problems earlier, and noted that
whether or not the school blames the preceptor, the preceptor often blames themselves.
“Stuffing up one consultation is not a fail. You will never get a fail from a preceptor
unless they do something [terrible.] A student 'fail' is really a fail of the preceptor to
give proper feedback early on, or of the previous preceptors to fail them.” CA 15
D. Place of assessor training – types and usefulness
Although the assessors did not see training as essential, they believed it had benefits other
than improving reliability, such as improving assessor confidence. Eight of the interviewees
specifically mentioned increasing their confidence with assessment as important to them,
and a major advantage of training, even though they accepted that training might not
make a difference to WBA reliability.
“It might be from the point of view of the person who's being trained to maybe give
them more confidence in what they're doing, they feel like they have had some
instruction in it, whether it actually makes a difference [to reliability] or not.” CA 4
In addition to ‘knowing what they were doing’, five cited the validation of the
clinician’s experience and expertise as one of the ways training increased the confidence
of clinical assessors in the workplace. They wanted training in the process, purpose and
ramifications of the assessment and eight of the interviewees also said that training
content should include something on how to grade the performance according to
expectations.
“I think an important part the training should cover is about the expectations we
should have of the students at their level because I think there are a lot of different
opinions even in this one practice.” CA 9
They recognised the importance of giving quality feedback to the student, and thirteen
stated they felt competent to do this while admitting it takes training and practice. Five
interviewees remarked that it was not easy to give good quality feedback and said they
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believed many preceptors thought they were better at it than they actually were. They
suggested that many workplace-based assessors need more training in this field.
“And then I think one of the things is to give a strong training on feedback, because
[WBA} is useless unless we have feedback.” CA 2
Fourteen of the interviewees said that they preferred small group interactive (in
person if possible) discussion groups as a way of delivering training. They all noted that
online training was not their preferred option although they could use it if necessary.
“And how we should do [the training]? I think it's always better to do it face to face and
around the table although that's sometimes difficult.” CA 11
However, conceding that delivery of training for multiple small groups in remote
locations was logistically challenging, some expressed the opinion that, as most of them
had learnt their role ‘on the job’ and were managing reasonably well, perhaps training
was not really necessary after all? Two interviewees even commented that they felt
training was unnecessary because as assessors themselves, they had managed well
enough without it, and all were experienced general practitioners anyway.
“I think I probably agree it wasn't really all that well explained to us. We sort of had to
work it out as we went along. ... [The other] university had their own assessments that
they used which were different to yours. But again they didn't really explain it either.
They just sent the forms up and said 'fill them in'. You are getting a theme here aren't
you? No one said to me I wasn't filling the forms correctly or anything. … I guess that's
what general practice is all about - is working out things yourself isn't it?” CA 6
This was an interesting counter idea compared to all the positive reasons for WBA
assessor training cited above such as understanding the purpose, the process, and the
ramifications of the WBA, increasing assessor confidence, improving feedback skills, and
making the assessor feel respected by the institution. It appeared that despite these
reasons, if training does not improve reliability, then perhaps it is ‘nice’ but ‘not
necessary’?
5.5 The Mentor Relationship
Aim: To determine the benefits and ramifications of the mentor relationship for learning
and assessment in the workplace as perceived by the assessors.
A. The mentor relationship is very important for student learning
Both students and mentors value and enjoy the mentor relationship. Overwhelmingly,
assessors alluded to the deep satisfaction and enjoyment they found in the mentor
relationships that developed with their students in longitudinal workplace placements. It
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was a theme that emerged strongly both from the survey and the interviews. They noted
that they felt personally and professionally valued by the students, and suggested that
they thought the students valued the relationship too. They described the apprenticeship
model as a powerful teaching method and noted that the mentor relationship was ideal
for role modelling professionalism, and for teaching the ‘art’ or ‘craft’ of medicine. They
argued that students learn by participating in, and becoming part of a community of
practice. Two interviewees said they felt the value of this relationship for student
development was far greater than any cost to the ‘objectivity’ of assessments.
“I think it's important that the students have a mentor relationship because they learn
a lot through watching, you know about professionalism and all these sorts of things
from that mentor relationship.” CA 16
B. The relationship makes objective assessment difficult and causes elevated grades
The assessors admitted this important relationship had a major effect on how they
conduct WBA. They particularly noted that assessment nested within the mentor
relationship, is assessment that should be for learning, rather than of learning. In this
sense, assessment is seen as part of the teaching, and assessors stressed how much they
enjoyed doing that.
While one interviewee said they believed that being the assessor was part of the
mentor relationship, all the others described finding it difficult to be both the mentor and
the ‘executioner’, as one interviewee described it.
“You often have that mentor relationship which makes it even harder to give that fail
result if the student sees it and knows what you have done.” CA 16
“Look it can be very difficult to separate your relationship with students and to remain
objective and unbiased. We need to continue working with the student on a day-to-day
basis. It's difficult providing someone with a poor grade and then having to work with
them next day. There is a fear of damaging our relationship with this student when
they may be seeing your patients the next day and consulting.” CA 8
Three interviewees recognised that when preceptors assess their own student, they
assess them in the light of everything else they know about the student and their abilities,
and not just the performance they are witnessing at that point in time. If they knew their
student was competent generally, they admitted they marked the student up regardless
of how they performed on the assessment occasion.
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“The workplace assessment form becomes a proxy for what they think of a student
generally rather than what they actually saw. You know as it starts including more
than the actual assessment was.” CA 7
“So we talk about that halo effect and that halo effect also extends to that general:
'I like that student and I want them to like me', and it can be very hard to separate
those two” CA 8
Six interviewees agreed that they liked their students and wanted to be liked by them.
They also wanted to help and support their student. Another three felt that giving
anything less than ‘Excellent’ not only threatened the relationship, but also took longer to
give feedback and explanations.
“Feedback to give a Satisfactory or a fail on an assessment takes a lot longer. It's
stressful particularly for an excellent student …. [So I think] 'She is usually excellent so
I'll just tick Excellent, she just wasn't excellent today'.” CA 9
Some assessors noted that students also struggle with summative assessment in the
context of the mentor relationship, and noted that summative assessment itself could
have a deleterious effect on the mentor relationship. Two quoted examples where the
student had been surprised with the grades given. It seems that many students had
expectations that if the relationship was supportive and friendly, they would get good
grades, and if not, they would be marked down. Interviewees reported that many
students also lacked insight into how difficult the preceptors found it to judge their own
students.
“So there's a conflicting role with the mentor and pastoral type of care, … to treat a
student or counsel them about anxiety or a self-confidence issue, and then a week later
to rate them as unsatisfactory is you know, counterproductive.” CA 9
C. WBA within the mentor relationship should focus on feedback
They wanted to focus instead on providing feedback to enable the student to improve
their skills, and they felt confident in their ability to do this. Thirteen of the assessors said
they like giving feedback and most thought they were good at it. They admitted though,
that they find negative feedback difficult and avoid it.
Three interviewees pointed out that how easy or enjoyable it was depended very
much on the student and how they received the feedback.
“It does depend on your student as well and what it does for that relationship, and how
much headache it will create beyond that. … There are some that we will drop the
feedback and then run for miles and hope not to see them for another week.” CA 8
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Almost all the interviewees said they thought that feedback is very important for
learning and noted that most engaged students are constantly asking for more feedback
because they too, realise how important it is.
Interestingly, a few assessors described abandoning a summative assessment they
were conducting with their student midway through, if the student was clearly not doing
well. In other words, they would stop the CEX, provide extensive feedback and
instruction, and suggest the CEX be conducted again on another day instead. They freely
admitted they did this because they felt that WBA within the mentor relationship should
be for learning (Author’s Field Notes 5/10/17). This practice was of course counter to the
instructions in the preceptor’s manual, and would obviously have contributed to the
elevated grades and a failure to fail for WBA conducted within the mentor relationship.
D. The mentor relationship should be quarantined from summative WBA
Assessors clearly did not feel that the mentor relationship impeded their judgement
regarding the struggling student, but rather that it prevented them identifying the issue in
direct feedback. They pointed out that the mentor relationship increased the difficulty of
‘honest’ face to face assessment if the results were summative in any way. Assessors
found it hard to fail a student they were mentoring because they were concerned that
this would jeopardise the relationship. Preceptors clearly did not want to be making
summative assessment decisions that would affect student progress as this created a
tension due to the conflict of roles.
Some assessors said that the relationship encouraged students to pressure and
manipulate assessors to provide higher summative grades, and this aspect made the
relationship less enjoyable. In both the survey and the interviews, assessors welcomed
the option of being able to report on the student confidentially to the institution. Most of
the interviewees commented that it was not that they could not see a problem with a
student, nor that they were unwilling to tell the student and discuss it. Rather, it was that
they were reluctant to do this in the context of summative assessment, and especially
within the mentor relationship. It also seemed the assessors would see a decision to make
WBA within the relationship purely formative, as a form of personal validation because it
would respect their strengths rather than placing them in positions of conflict.
Four of the interviewees remarked that if assessors are unable to fail a student in the
workplace situation, then it was clearly the wrong question for the institution to ask, or
the wrong way to assess the student in the first place.
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“And we're not taught to [judge and criticize] on a daily basis with our own patients. …
So I guess the question I'd ask is: Is this the right assessment for mentors? … Should
WBA be done in a different way? … I just ask that question if we're all struggling.” CA 8
“I think that the cohort [of assessors] is actually good at doing a whole lot of things, but
we just haven't asked the right questions. So we've actually got to ask a different
question. It's no use telling me that I've got to do something that I can't. You know it's
not going to work so why bother trying?” CA 13
5.6 The Mark Sheet
Aim: To ascertain what effects the WBA process, and wording of the mark sheet, have on
WBA results and what alterations assessors think would help.
The clinical assessors interviewed generally did not find the WBA mark sheets difficult
to use, but they did identify two aspects of the mark sheet that in their opinion,
contributed to inflated results.
A. The standards of performance expected
The assessors wanted more clarity on standards expected indicating that they are
unsure of what the university grades really mean in the clinical context. Ideally, they
wanted the terminology to be clinically descriptive, assuming all clinical assessors should
understand the degrees of competence used in completing a clinical task. Two of the
interviewees described their lack of confidence regarding what standards to expect of the
student at this point in their learning, and hence feeling unsure of how to mark or grade
the student.
B. The Mark Sheet language describing the grades to rate student performance
The language of the mark sheet also had an impact on how assessors interpreted and
used the grades in summative assessment. Asking assessors to grade a student as
‘Excellent, Satisfactory or Unsatisfactory’ was not only seen by the interviewees as a
major reason for ‘inflated’ grades, but contributed to assessors not feeling confident of
the meaning of this broad educational terminology.
While nine of the interviewees agreed that 70% of the cohort being graded as
‘Excellent’ was ‘ridiculous’, seven of these indicated that they thought it was the grading
system that was at fault. They felt that it was too easy to give ‘Excellent’ and that there
needed to be a greater range of grades available and/or no ‘Excellent’ grade.
“But sixty five percent 'Excellents' or whatever - becomes an absolute meaningless
waste of time. We owe it to our preceptors not to waste their time.” CA 14
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“On the form we have now, we have only 3 options: ‘Unsatisfactory, Satisfactory, and
Excellent’. ’Satisfactory' is not enough - we need more grades. … And if I was being
truly radical I think I would take ‘Excellent’ off altogether. It depends how you read the
words. To me ‘Excellent’ means really excelling and to be honest there are very few like
that.” CA 5
Under the UOW grading system, students who pass an assessment but are not
exceptional, receive the grade of ‘Satisfactory’. The medical school intended that this
grade cover the range from pass through to excellent. However, only three of the
interviewees interpreted it this way. (While the definitions of the grades are outlined in
the lengthy Preceptor’s Handbook distributed by the medical school, only one of the
sixteen interviewees admitted to having actually read the manual.)
“If I say someone's ‘satisfactory’ as a doctor it means that they should be okay to work
within their scope of practice. ‘Satisfactory’ to me would mean this person is behaving
within the constraints and expectations of their level of training.” CA 13
The remaining interviewees however, understood the word ‘satisfactory’ to mean that
the performance was ‘okay but nothing special’. Another three even described it as
meaning a performance that was only just above a ‘Fail’ standard. Five remarked that this
was another reason therefore, that so many students received the grade of ‘Excellent’
because although they were not exceptional, they were better than ‘just pass’ and there
was no grade in between to award them.
“I think one of the difficulties is the word 'satisfactory'. Satisfactory means you're okay
but you're not really special. You're okay. … But really we're not very impressed.” CA 2
“But 'satisfactory' isn't saying much, it's only just above borderline or fail.” CA 5
Three interviewees commented on how they, as doctors, had always wanted to strive
for excellence themselves. They interpreted being described as ‘Satisfactory’ as a put
down and were therefore reluctant to use it as a grade for their future colleagues such as
the medical students they were assessing. Two interviewees also remarked that the
students themselves feel the same and want better than ‘Satisfactory’ as a grade.
“We need more grades between unsatisfactory and excellent…. I have had many
students come back and complain that they are 'better than satisfactory'”. CA 3
“I would like to be excellent, and if you said I was satisfactory I'm going to be
disappointed. You know I would hope to strive to be excellent, but satisfactory means
you're a sort of acceptable standard. But I would want to be better.” CA 16
Our clinical assessors tended to believe they are more stringent than they are. This was
evidenced by assessor’s responses when presented with a summary of recent student
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results for WBA (Table 2.5). While the interviewees agreed that 70% of students getting a
grade of ‘Excellent’ was “ridiculous”, they were all at pains to immediately deny that they
personally gave anywhere near that proportion of ‘Excellent’ grades. However given time
to think about it they gradually admitted they did inflate grades, and it proved a good
method of stimulating discussion on why they thought this happened. (Author’s Field
Notes 9/10/17).
5.7 The Student
Aim: To determine whether student perceptions of the purpose of WBA does affect their
behaviour in WBA, and the impact of this on the results.
A. Assessors feel pressured by students to give ‘Excellent’ grades
Both surveys and interviews of WBA assessors confirm that assessors believe students
often seek ‘soft’ assessors and apply pressure for high grades in summative WBA
Disturbingly, seven interviewees said they had felt pressured by students to give
‘Excellent’ grades for CEXs and performance reviews. In turn, supervisors then felt
pressured by the preceptor’s results to confirm an ‘Excellent’ for the overall SPR grade.
Four admitted this was because they did not want to have to go to the trouble of having
to talk to the preceptor regarding the change of grade (which the manual mandated).
“I agree with the soft assessor thing. Particularly if you've got a rapport with the
student. I've had students say 'Oh I thought I'd get you to do it because we're friends
you know'. … and then the assessor feels that they have to be kind because they have
built rapport with their students” CA 9
“I think in that sense it is good that the university delivers the results, because it
decreases the pressure… They can't push me across the line.” CA 2
“If I didn't give the same grading as the preceptor, then I had to go back and talk to
[the preceptor] and ask them and that was just too painful to be bothered. So I just
gave the same grade because I got the idea it meant nothing because I never heard
back [from the university].” CA 7
B. The students need to take ownership and drive the assessment process more
There was also a strong belief that the students should drive the assessment process,
both by taking responsibility for their learning needs, and requesting and organising the
assessment. Five interviewees raised the issue of who drives the assessment process in
the clinical situation. While the preceptors know it needs to be done, they said it should
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be the student who requests a CEX at an opportune time. Preceptors felt they had enough
to do without having to organise and push the student to complete the assessments.
“Look I think that it's important that the football has to be driven by the student not by
me. So if I'm actually the one who is remembering that they need to do [an
assessment], that's probably not for the average preceptor.” CA 13
However, assessors who wanted this did not seem to see that letting the student drive
the process could well cause another problem which they had highlighted earlier. If the
student initiates the assessment, might that not give them greater latitude to choose an
easy subject or soft assessor, and hence contribute to them ‘gaming’ the system?
5.8 Conclusion and next steps
The assessor interviews confirmed that different aspects of the Conceptual Framework
were more important to assessors, compared to the emphasis suggested by the literature.
As depicted in Fig.5.3, the interviews of WBA assessors again identified the Mentor
Relationship, and the Institution’s processes regarding delivery of summative WBA results
face to face, as the major issues with regard to inflated results. They also noted some
aspects of other areas such as: student pressure for inflated grades, dislike of the mark
sheet grade language, and feeling undervalued by the institution.

Fig 5.3 Conceptual Framework following the WBA assessor interviews
The results of these surveys and interviews were used to contribute to the next step in
my research. It was now time to try implementing the suggestions by our assessors to see
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if addressing the areas that they said caused the failure to fail and the inflated grades,
could change the efficacy of our WBA results.
Interventions suggested by the assessor surveys and interviews included:
1. Training in WBA process and purpose made available both online and in person.
2. Review the grading system to have more grades, and change ‘Satisfactory’
terminology.
3. Develop WBA mark criteria to clarify standards expected.
4. Design WBA to be focused on assessment for learning and to major on feedback using
narrative observations rather than tick boxes.
5. Provide a way of confidentially reporting concerns re a student to senior supervisors.
6. Encourage students to take more responsibility for their learning and assessment.
7. Remove summative assessment from the mentor relationship.
8. Summative WBA results not delivered face to face by assessor to student.
While the first six suggestions above have been shown by others to be of some benefit
to WBA efficacy, there was a paucity of literature describing results of trialling the
WBA process changes outlined in the remaining two suggestions. The following
chapter describes the method used to trial changes to our WBA in an effort to improve
WBA efficacy by addressing this gap.
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CHAPTER 6 Trial WBA Changes: Introduction and Method

Plate 6.1: Milton Hospital, a GP run cottage hospital on the South Coast NSW.
Milton Hub
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6.1 Introduction
The next step was then to redevelop WBA at UOW with the changes shown by the
literature to be of benefit (Chapter 3), and/or in response to the assessors suggestions
gathered from surveys and interviews described in Chapters 4 and 5. The aim of this
chapter is to describe the design and implementation of the WBA changes developed.
As described in Chapter 1 the methodology design for this study was a pragmatic
mixed design using both qualitative and quantitative methods, and based on the DesignBased Research methods outlined by Hoadley and colleagues (2003).
As Lee and colleagues (2019) point out, context is important as it is, in itself, a cause of
the variance in the scores of WBA. This research was conducted in the context of the
workplace-based training and assessment of medical students at the University of
Wollongong (UOW). However, the intention is that by exploring the reasons why
interventions do (or don’t) work in one context, the lessons learned may be applicable to
other contexts. Each ‘live’ context is of course unique and has limitations that are specific
to that context.
Chapter 2 describes the context in which this research was conducted and Table 2.5
displays the results of WBA compared with OSCE results for the same cohorts in 2016. The
WBA results show the markedly elevated grades and ‘failure to fail’ that was frustrating
the Board of Examiners.
This part of the research occurred over three years:
•

July 2016 – June 2017
o

Initial data collection of: WBA results; and student, assessor and senior
faculty opinions re the existing WBA.

o
•

•

Design and development of new WBA in consultation with stakeholders.

July 2017 – June 2018
o

Student and assessor training July 2017

o

New WBA implemented over first year July 2017 - June 2018

July 2018 – Sept 2019
o

Second year of new WBA and results collected in June 2019
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o

Follow up surveys of students, assessors and senior faculty re new WBA
July 2019 – Sept 2019

Table 6.1 summarises the process used to develop and trial the WBA changes. The
overall design and method are described in this chapter, and the detailed methods and
results for each aspect are presented in Chapter 7.
Table 6.1 Trial of WBA changes – method outline
Activity
Synthesis of the
Problem
Proffered
Solution
Implementation

Chapter location
6.2
6.3
6.4
6.5
6.6

Process
Initial data collection
Stakeholder consultation and engagement
Design and development of new WBA
Stakeholder Training
New WBA implemented over two years

Evaluation

6.7 and
Chap 7

Evaluation data new WBA collected
Results collated and presented

6.2 Initial data collection
There were four sets of data collected to assess the efficacy of our WBA before and
following the WBA changes. The initial data collection occurred over the period from Oct
2016 to June 2017 prior to any changes. End data collection occurred following the trial of
WBA changes and is described in section 6.8. All ‘before’ and ‘after’ results are presented
together in Chapter 7 for ease of comparison.
1) The aggregated, de-identified students’ results in assessment of clinical
performance (both in OSCE and WBA), were recorded for Phases 2, 3 and 4 for the
years from July 2015 – June 2017.
2) The opinions of the WBA assessors in both hospital and community settings were
elicited in the survey described in detail in section 4.2 of this thesis. Tables 4.2-4.8
and associated quotes present assessor opinions regarding our WBA. Assessor
interviews described in Chapter 5 fleshed out their thoughts and ideas.
3) The students’ opinions of their WBA were elicited via a short anonymous voluntary
survey of students in Phases 2 and 3. This was conducted during May and June
2017, at the end of their academic year and before WBA changes.
4) The institution is the other stakeholder whose voice needed to be captured prior
to changes. To ascertain this, in June 2017, I briefly interviewed the eight most
senior faculty members of the School of Medicine at UOW, almost all of whom
were also members of the Board of Examiners. It was important to document their
opinions on student WBA results.
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6.3 Stakeholder consultation and engagement
On Wed 12/10/16, we held a workshop at the School of Medicine on Wollongong
Campus, and invited all senior clinical faculty involved in WBA for Phases 2, 3 and 4, to
attend and/or send ideas for discussion in advance. Based on the findings in my
preliminary literature review, I circulated a summary outlining our WBA problems, and
possible solutions. The following ideas both from the literature, and as suggested by our
assessors, were discussed by the attendees at the workshop:
1) Training in WBA process and purpose made available both online and in person.
The literature did not support training as a way of improving long term reliability
of results (Kogan et al. 2015), but did suggest other benefits for WBA assessors.
However the WBA assessors were consistent in their request for training.
2) Review the grading system to have more grades, and change the ‘Satisfactory’
terminology.
The reduction of grades to a simple pass/fail, and removal of the ‘Excellent’ grade
was discussed as this idea had been shown to have a place (White and Fantone,
2010, Norcini 2003, Zaidi et al. 2018), and a number of faculty liked it. However,
the school was subsequently informed that the university would not accept
dropping the ‘Excellent’ grade and insisted we keep the ‘Satisfactory’ terminology.
3) Introduction of a ‘Conditional Pass’ type grade.
Designed to enable identification of borderline students in time to provide
appropriate remediation for that student (Wilkinson et al. 2011). After some
initial concerns from the university, this idea was accepted provided the name
was changed to a ‘Satisfactory with Recommendations’ (for specific areas
requiring extra work or remediation).
4) Develop WBA mark criteria to clarify standards expected.
The Language of Entrustment and Entrustable Professional Activities (EPAs) was
discussed as many authors have shown the benefit to assessors of this more
clinical approach to the wording of the mark criteria (Chen et al. 2016; Hauer et al.
2013; Iobst et al. 2013; Meade et al. 2012; Peters et al. 2017; Rekman et al. 2016;
ten cate, 2013, Weller et al. 2014). This idea was enthusiastically received and I
was commissioned to develop an EPA grid (see Tables 6.3 and 6.4) for
undergraduate students similar to EPA assessment grids being developed in the
post graduate space (Kwan et al. 2015).
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5) Design WBA to be focused on assessment for learning and to major on feedback
using narrative observations rather than tick boxes, marks or grades.
The literature has demonstrated the value of narrative observations to improve
WBA quality (van der Vleuten et al. 2010). Other authors have shown that
narrative descriptions of performance provide better feedback, and are more
useful for making progress decisions (Bogo et al. 2004; Ginsberg et al. 2010;
Ginsberg 2011, Govaerts et al. 2007; Lee et al. 2019; Oerlemans et al. 2017; van
der Vleuten and Schuwirth 2005).
6) Provide a way of confidentially reporting concerns re a student to senior
supervisors.
Others have demonstrated that supervisors will often ignore CEX grades in favour
of confidentially seeking preceptor opinions regarding a trainee whose
performance they are reviewing (Duitsman et al. 2019, Castanelli et al. 2019). This
generated brisk debate regarding not only the ethics of confidential reporting on
students, but also the logistics especially in the hospital setting.
7) Encourage students to take more responsibility for their learning and assessment.
Daelmans et al. (2016) concluded that this could make workplace-based teaching
and assessment easier for the assessor and improve the mentor relationship. The
idea of a Student Learning Needs Plan (SLNP) to be completed by the student, and
discussed with the preceptor at the start of the rotation, created much interest.
The final two ideas discussed were suggestions from the assessors themselves:
8) Remove summative assessment from the mentor relationship setting, and make all
WBA within that setting formative.
9) Summative WBA results not delivered by the WBA assessor to the student face to
face, but by the university to the student via the same online Moodle system all
other assessment results were delivered.
It was important that right from the start, the faculty responsible for each Phase had a
clear opportunity to contribute to the discussion and be part of the decision-making
process. They needed to feel comfortable with the changes and be able to ‘own’ them.
Following the initial presentation of the above ideas for consideration, attendees
contributed ideas and discussed possible solutions. They then divided into three groups to
discuss and decide on the application or otherwise, of these suggestions to the Phase of
student learning for which they were responsible.
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As expected, each group was willing to implement different changes and various
factors influenced these decisions:
•

The stage of student learning (Phase 2, 3 or 4).

•

The situation in which the WBA was conducted (Hospital or Community).

•

The types and quantity of WBA already conducted in that Phase.

•

The individual personalities in each group, some of whom held strong opinions
and/or were very cautious with regards to change of any kind.

Each group in turn then presented its decisions to the workshop as a whole and
further discussion ensued until consensus for each Phase was reached. Broadly speaking,
the hospital-based Phases were unwilling to commit to major changes while the
community-based Phase 3 group were willing to implement changes and try something
new. This provided an excellent opportunity for comparison with the hospital-based
Phases. Unintentionally, the hospital based Phases became a sort of ‘control’, or perhaps
better described as a ‘reference group’, for the purpose of this research.
The hospital-based reluctance to try major WBA changes was something of a surprise
as most of the research reported in the literature, and 50% of the initial WBA assessor
survey respondents, were hospital-based (Table 4. 1). However, there were some strong
conservative voices in these groups who felt that changes, whatever the evidence, were
not implementable in their hospital context. Subsequently, other participants voiced the
opinion in Phase 2 and 4 Committee meetings, that they would be willing to reconsider, if
the results demonstrated improvement in Phase 3 first (Author’s Field Notes Dec 2016).
Each professional training institution has its own unique system of governing
committees and processes designed to both enable, and rigorously review, any proposed
changes before implementation. The process of change takes effort, even in a relatively
new and small medical program such as GM, which prides itself in being ‘innovative’. Each
Phase has a committee, which is responsible for the teaching and assessment during that
Phase. Initial ideas and suggestions for change are Phase specific, with each committee
deciding on how best to implement change for their Phase. This means that even though
a problem may be similar across the Phases, each Phase committee may make a different
decision regarding their response to that problem and what changes they will make.
Phase committees in turn propose changes in assessment to the school Assessment
Committee for consideration and approval. If the Assessment Committee approves the
changes, it in turn recommends the implementation of the changes to the Curriculum
Committee for final approval. Students’ representatives are present on all these
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committees. Decisions are usually then ratified by the Faculty Executive Committee.
Finally, the Australian Medical Council (AMC) was notified of the changes in the medical
school’s submission for ongoing accreditation in 2017.
For the students, changes to assessment should ideally be avoided during the learning
period related to that assessment. In GM at UOW, each Phase produces a student
handbook for the Phase detailing, among other things, all assessments and their marking
rubrics. Changes to assessment may commence from the start of a Phase, clearly
documented ahead of time in the relevant student handbooks. Changes therefore require
considerable forward planning as both Phase 2 and Phase 3 are year-long subjects. We
obtained all the necessary approvals in time to implement the first iteration of changes
with the start of our academic year from July 2017. In addition to their assessment
handbooks, I also explained the changes to the students verbally during their respective
Phase orientation week in July 2017.
As mentioned previously, clinicians donate their time to conduct most of our WBA.
There is currently only a small budget allocation for clinical assessment, and even less for
Faculty Development that could offer training in WBA to assessors. With no future
financial increase foreseeable at UOW, any change in assessment processes needed to
stay within current budgetary restrictions. Therefore, one of the limitations of this
research was the need to ensure that any WBA change was ‘cost neutral’ to the institution
and capable of ongoing use, if it proved beneficial, without any added financial input from
the institution.
Most of the workplace based clinical assessors are busy clinicians and have little time
to attend training. Any change in assessment procedures also needed to consider their
preferences and be easy for them to implement without requiring extensive training.
Even though most senior clinicians in GM were unhappy with the reliability and
relevance of WBA results, some were still very reluctant to embrace change or try new
formats. This reluctance, in addition to the difficulties of introducing change in complex
governance systems, created some major challenges.
The final challenge that presents itself with regard to improving or changing WBA
processes, was how to measure and demonstrate improvement in the reliability of WBA
results. For this reason, the efficacy of the WBA was determined in two ways:
1) The proportion of results in each grade of the U/S/E grading system compared
with other assessments (namely the OSCE)
2)

The satisfaction of students, assessors and senior faculty (institution) with the
efficacy of the WBA results.
120

6.4 Design and development of new WBA
The final decisions regarding the new WBA forms are summarised for each phase in Table
6.2 and detailed in the following text. All forms used for WBA (CEX and SPR mark sheets)
before and after changes were implemented are in Appendix A pp 1-30.
Table 6.2 Summary WBA changes implemented for each Phase
Change to WBA
A

B
C

D

E

F

G

H
*
I

J
*
K
*
L
M
*

Students to take more
responsibility for their
learning and WBA
Rationalise quantity of WBA to
maximise learning
Separate the mentor
(Preceptor) and judge
(Supervisor) roles
Change Formative CEX forms
to maximise feedback. (No
grading component)
Get narrative description of
student from preceptors for
supervisors.
Entrustable Professional
Activities (EPA) grid developed
for students (see Table 6.3)
Summative CEXs to use
entrustment language to
grade (see Table 6.4)
Descriptors of performance
for Summative CEXs
Summative CEXs – graded
Competent /Not Yet
Competent (no ‘Excellent’)
Multiple sources to inform
SPR decision by supervisor
Introduction of ‘SR’ grade for
SPR
Final WBA decision to be
made by committee
No summative results given
face to face

Phase 2
Hospital
Clear guidance re
when to ask for
WBA
No of CEX’s
reduced 49>35
Junior doctors
conduct CEXs.
Supervisors do
SPRs.
3 formative CEXs
per rotation in
this format
Not
Implemented
Used in SPR to
assist grading
decisions
Used for
Summative CEXs

Phase 3
Community
Students to write
own Learning
Needs Plans
No change

Phase 4
Hospital
Not
implemented

GP Preceptors
conduct CEXs.
Supervisors (RALs)
do SPRs.
All CEXs made
formative and in
this format
Confidential notes
on student work
invited
Used formatively
by preceptors and
students
Not relevant (no
summative CEXs)

Not
implemented

No Change

Not
implemented
Not
implemented

Developed for 14
Summative CEXs
Implemented

Not relevant
Not relevant

Used in SPR to
assist grading
decisions
Used for
Summative
CEXs
Not
implemented
Implemented

Not implemented

3-5 sources of
information
Implemented

Not
implemented
Implemented

Phase Chair and
BOE
SPR results
released online

Phase Chair
and BOE
Not
implemented

Implemented
Phase Chair and
BOE
Not implemented

* Notes on Table 6.2 (see next page)
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H* At the request of the Phase 2 Committee in April 2017, I developed more detailed
descriptions of mark criteria for each Summative CEX in an attempt to more clearly
define expected standards.
J* The SPR of each student in Phase 3 is completed by the supervisor (RAL) but informed
by a number of sources including the preceptor’s narrative and EPA grid grades, the
comments from tutors, and their participation in their CBL groups and Clinical Log.
K* The ‘Satisfactory with Recommendations’ (SR) grade. The grading system used by
Graduate Medicine at UOW for all assessment consists of three possible grades:
Unsatisfactory, Satisfactory, and Excellent. It was extremely rare for any student to
receive an ‘Unsatisfactory’ in WBA. In 2017 it was decided to adopt the concept of the
‘Conditional Pass’ described by Wilkinson and colleagues (Wilkinson, et al. 2011). This
meant the addition of an extra grade between Unsatisfactory and Satisfactory. Known
as ‘Satisfactory with Recommendations – for improvement’ (SR), it enabled assessors
to pass the student while also defining areas that needed attention. If these areas
were not subsequently addressed before the next SPR was completed, the student was
on notice that they would receive an ‘Unsatisfactory’ grade next time.
M* All the original WBA forms were completed and given to the student face to face, thus
making it difficult to report on a student confidentially, or to fail a student without
upsetting the workplace harmony and threatening the mentor relationship. Phase 3
decided to try a method that removed the ‘face to face’ nature of delivering results. All
summative SPR results were subsequently delivered online via the university grade
book on Moodle (UOW learning management system).
Details of Phase 2 WBA changes
In each five-week hospital rotation, prior to July 2017 the students had to complete
five formative CEXs; two summative CEXs (on specified topics) and an SPR. All the above
forms were completed and given to the student face to face. There was no training for the
assessors. Junior clinicians, who in turn were also rotating through different training terms
and placements, conducted the majority of the WBA. Assessors had described difficulty
knowing what standards to mark by, and assessors and students had been complaining
that there was too much assessment, which interfered with teaching and learning time.
In July 2017, Phase 2 implemented the following changes to their WBA process:
•

Reduction to three formative CEXs required per rotation. These focused on feedback
for learning and junior doctors could conduct these.
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•

The two summative CEXs for each rotation that were re-designed with specific mark
criteria guidelines for the specified tasks. Only assessors of registrar level (or above)
could complete summative CEXs.

•

The senior consultant/supervisor responsible for the student in the rotation
completed the SPR at the end of that rotation. It contained an EPA grid to indicate
student progress in developing required skills, and was graded with the new four
grade system including the ’Satisfactory with Recommendations’ grade.
All forms were still completed ‘face to face’, and given directly to the student.
(Phase 2 Forms- see Appendices pp 1-10)

Details of Phase 3 WBA changes
Phase 3 is the student’s second clinical year and by contrast is community based. The
students are attached to General Practitioner preceptors across the state of NSW and
their time is divided between community general practice and the local Emergency
Departments of rural and district hospitals. For WBA, their year is broken into four
‘quarters’ of ten weeks in length.
Prior to July 2017, the students had to complete four summative CEXs (in suggested
discipline areas) and an SPR in each quarter. All the forms were completed and given to
the student face to face. There was no training for the assessors, and clinicians who
worked with the student on a daily basis conducted the majority of the WBA. The SPR was
then signed off by the supervisor/Regional Academic Leader (RAL), but as the student’s
preceptor had already assigned the grade, this was essentially a tick box exercise.
Assessors had complained of difficulty knowing the standards, and RALs described
frustration at having such minimal input into, and control over, the SPR grade. The Phase
3 committee decided to make some major changes in their WBA in response to
suggestions from the literature and assessor surveys.
In July 2017, the following changes were implemented to the Phase 3 WBA process:
•

At the start of each quarter, the student completed a Student Learning Needs Plan
in their WBA assessment booklet. This aimed to encourage the student to take
more responsibility for their own learning and define for themselves and their
preceptor, areas they particularly wanted or needed to focus on for this quarter.
The design of this was based on the work of Daelmans et al. (2016).

•

During the quarter, the student completed a minimum of four CEXs (with their
preceptors and other senior clinicians). All CEXs were formative and focused on
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feedback for the student. These CEXs were student initiated and driven, but were
also compulsory. There were no summative CEXs in Phase 3.
•

During the quarter, the preceptor kept a record of brief observations on their
student’s performance and conduct in the workplace. The contents of these
Preceptor Observations of Student Performance (POSP) forms were confidential
from the students. They were written for, and submitted at the end of the quarter,
to the hub supervisor (RAL). The original POSP forms were simple and designed to
encourage narrative observations of the student’s performance. Some examples
were provided in the Preceptor’s Handbook as a guide to completion.

•

Additionally, at the end of each quarter, the preceptor submitted to the RAL, an
EPA grid indicating progress in attaining the required skills. The student did not see
this form – it was also confidential, however the students also completed an EPA
grid on themselves at the end of each quarter, in an effort to enhance selfreflection on their learning.

•

At the completion of the quarter, the RAL completed an SPR form on each student
they were responsible for supervising. The SPR was based on input from a number
of sources: the POSP comments; Preceptor EPA grid; comments from tutors working
with students on their weekly academic day, student engagement with their
electronic Clinical Log records, student EPA grid, and the student learning needs
plan, etc. The SPR therefore attempted to gain input from a number of sources and
was the summative component of the WBA in Phase 3. It was graded with the new
four grade system including the ’Satisfactory with Recommendations’ grade. The
RAL submitted the SPR directly to the medical school, not the student. The school
then released the grade via the online student results page in Moodle, as for all
other assessments in the medical school.

•

The RAL met with students individually for an end of quarter interview to provide
them with verbal feedback on their WBA for that quarter and review their EPA grid.
(Phase 3 Forms- see Appendices pp 11-22)

Details of Phase 4 WBA changes
Phase 4 is the final six months of the course. Students undertake three placements of
six weeks each in a range of clinical settings. Most of these are hospital placements and
aim, among other things, to prepare the student for internship the following year.
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In Phase 4, prior to July 2017 the students had to complete 12 summative CEXs over
the Phase (on at least six specified topics); and their supervisor for the placement
completed an SPR on their overall performance. All the above forms were completed and
given to the student face to face. There was no training for the assessors, and junior
clinicians, who in turn were also rotating through different training terms and placements,
conducted the majority of the CEXs. Placements in Phase 4 are often interstate or
international and administration of WBA is complex.
In July 2017, Phase 4 implemented minimal changes to the WBA process:
• The generic summative CEX form was modified to use entrustment clinical language
• The SPR form completed at the end of the placement contained an EPA grid to
indicate student progress in developing required skills, and the SPR was graded with
the new four grade system including a ’Satisfactory with Recommendations’ grade.
• All forms were marked face to face with, and given directly to, the student.
(Phase 4 Forms- see Appendices pp 23-30)
The Entrustable Professional Activities (EPA) grid for undergraduate medical students.
In 2017, we introduced the use of an Entrustable Professional Activities (EPA) grid
designed specifically for undergraduate students in the workplace s (see Table 6.3). This
grid was developed based on work in the postgraduate space (ten Cate, 2013).
The EPA grid covers seven domains: History Taking Skills, Examination Skills,
Communication Skills, Procedure Skills, Clinical Judgement, Professional Behaviours and
Self-Directed Learning. The clinical assessor is asked to rate the student at one of four
levels of independent practice, with clear descriptors for each level. These are not
summative and there is no pass/fail. Both students and assessors were told to expect
progress across the grid as the year progressed.
The document appears wordy at first glance, but as one reads across a domain, the
grading becomes obvious and clinical descriptors easy to interpret. “I can do this!”
exclaimed one older specialist in agreeable surprise when he first saw the EPA grid
(Author’s Notes, May 2017).
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Table 6.3 Entrustable Professional Activities (EPA) Grid for WBA of UOW medical students
Preceptor / Supervisor to complete

Self – Directed Learning Professional Behaviours

Clinical Judgement

Procedural Skills

Communication Skills Examination Skills

History Taking

Please consider the level of competence currently achieved by the student, in relation to their stage of training during their first clinical year.
For each major skill/EPA below, indicate your assessment by placing an ‘X’ in the box on the grid below which approximately corresponds to the level
you believe the student is performing at by the end of the rotation.
I need to work with the
The student attempts to take a
The student takes a standard
The student takes a well student to guide and prompt
standard history. They are not
history covering HPI, PMH, Meds, structured history covering most
them through taking the
well structured, and they miss
Allergies, FH, SH and SR.
of the salient points and
history. They forget significant
some significant things. I need to
Reasonable structure. Clear
focussing on the relevant
things and do not recognise
prompt them with some aspects.
attempt to focus on the relevant.
aspects. Generally, I do not need
what is or is not relevant
I need to remind them of a few
to help or prompt.

 things.


I need to supervise the student
I need to be in the room and
The student performs a
The student performs a welland talk them through the
assist with the examination. The
structured examination and
structured examination, which is
steps. I need to check the
student knows most of the steps
makes a clear attempt to focus
smooth and focussed. All
examination findings myself.
but forgets some things or
on what is relevant. May miss a
important aspects are covered.
The student does not recognise technique is poor. I need to
few aspects and/or technique
No prompting required.
what is relevant or required.
check the findings. Has some
may need to improve. I may need Generally, I do not need to check

idea of relevance.
 to check some things.

any findings.

I need to supervise the student
I need to be in the room to assist
The student is able to manage
The student demonstrates good
and assist with the
with some communication but
general communication well.
communication skills almost all
communication. I need to
the student manages most of it.
They are polite, use appropriate
the time, except the very
rephrase some of their
They use appropriate language
language, communicate clearly,
difficult. They are articulate,
questions, etc. They do not
most of the time and
listen to the patient and read
observant and empathic. They
recognise their own
demonstrate ability to read some non-verbal ques. They attempt
give explanations and advice in
inappropriate language and/or
non-verbal ques. They do not
complex communication though I appropriate and structured ways.
do not read non-verbal ques
manage complex areas.
need to help.
I rarely need to repeat anything.



from the patient.

I need to supervise the student
and talk them through the
steps. I need to check the
procedure and/or perform
aspects myself. The student
does not recognise potential
problems or dangers.

The student is not yet able to
apply their medical knowledge
to the clinical scenario to
produce a working differential
diagnosis. The student requires
help to integrate and analyse
clinical information.

The student is aware of the
concept of professionalism and
has some ethical
understanding. They have not
yet generally taken on the
professional identity of a
doctor. They may need
prompting re study,
attendance, attire and respect
for others, etc. Possible
irresponsible behaviour. 
The student does not yet take
responsibility for their learning
or understand the concept of
self-directed learning. They
expect all the information to
be given to them directly. They
do not appear to perform
much self-reflection yet on
their clinical performance.


I need to be in the room and
assist with the procedure. The
student knows most of the steps
but forgets significant aspects or
their technique is poor. I need to
assist with prompting and
directions. They recognise
potential problems.

The student is able to integrate
information from history and
examination to produce a DD but
there are significant deficits in
the clinical reasoning process. I
need to direct and assist through
the decision making process. 
The student has some knowledge
in aspects of law, ethics and
professionalism but applies this
with significant deficits. Requires
guidance. Demonstrates respect
for others. Needs reminding re
patient centred care. Possible
deficits in punctuality or attire.
May have an unexplained
absence.

The student takes a little
responsibility for self-directed
learning. They need direction to
find information and
encouragement to seek learning
opportunities. They do not
always consult current best
practice guidelines and I often
need to correct decisions. They
have poor self-reflection.


The student makes a good
attempt to perform a structured
procedure. May miss a few
aspects and/or technique may
need to improve. I need to
check/do some things or give
occasional prompts. They know
and try to avoid problems.

The student is able to produce a
reasonable DD but may not make
the correct PD. The student will
select some appropriate
investigations and management
options. They attempt to defend
their reasoning.

The student can generally apply
concepts of law and ethics
correctly. They have begun to
take on the professional identity.
They demonstrate only
occasional lapses in responsible
behaviour and may require some
prompting. They respect others
and understand patient
confidentiality. They are punctual
and appropriately attired.

The student takes some
responsibility for their learning.
They seek some learning
opportunities. They mostly make
clinical decisions informed by
current scientific knowledge and
best practice guidelines but I
need to correct some things.
They conduct a little selfreflection on performance.
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The student performs a wellstructured and smooth
procedure. Important aspects are
all covered. No prompting is
required. I do not need to
supervise closely. They know
how to obtain informed consent
and they avoid problems.

The student generally generates
a correct diagnosis and DD. They
select appropriate investigation
and management most of the
time. They can usually defend
their reasoning but require
occasional help.

The student demonstrates
ethical professional behaviour
and attitudes towards patients
and colleagues most of the time.
They respect others and preserve
patient confidentiality all the
time. They have the professional
identity of the medical
profession. They need help with
complex ethical cases. Always
punctual and correct attire. 
The student takes responsibility
for their own learning. They
pursue collaborative learning
opportunities. They generally
make clinical decisions informed
by current scientific knowledge
and best practice guidelines.
They demonstrate some good
reflection regarding their
performance.


In addition to the EPA grid for the SPR, the hospital–based phases opted to use a
simple set of grades for Summative CEXs using the language of entrustment (Table 6.4).
Grade

Table 6.4 Entrustment language used for Summative CEX grading

1

Student requires my presence full time to prompt and assist them through the task.
Required hands on guidance. Unable to do some important aspects of the task.
Student understands the basic aspects of the task and achieves most of them. Some
prompting required. Some minor aspects inadequately done or forgotten.
Student completes the task needing little if any prompting and remembers to cover all
components. Somewhat disorganised. Poor flow but basically adequate and mostly
independent.
Student competently completes all aspects of the task. Smooth and organised
performance. Would probably be able to complete task independently without
needing direct supervision. Reasonable clinical assessment of the patient.
Student performs the task very competently. I would allow this student to perform
this clinical task on my patient in my absence. I can rely on their results. Good clinical
assessment of the patient. Performs at NSW Intern level.

2
3

4

5

In 2017, the Phase 2 and 4 preceptors were instructed to mark students receiving
grades 1 or 2 as ‘Not yet competent’ and the student was given the opportunity to repeat
the CEX. Grades 3-5 were rated as ‘Competent’.
6.5 Assessor training and Hub tour
The implementation of new WBA forms and processes required some training for the
assessors on the purpose and process of the new assessments. Other groups such as
administration staff, senior faculty, and the students themselves also needed clear
explanations on how the new system would work. This was especially the case in Phase 3,
which had more changes to their WBA processes. There were a number of difficulties with
providing training for assessors:
•

The School of Medicine currently has no Faculty Development program or budget.

•

The UOW clinical faculty are widely dispersed in hospitals and community practices
across the state of NSW, and they are very busy people. Getting assessors to come
into Wollongong for training (as for OSCE assessors) was not going to be an option.

•

The major teaching hospital in Wollongong was not willing to welcome universitybased faculty into the hospital to provide assessor training.

•

The literature was not able to demonstrate a lasting result following standard
assessor training, so there was little enthusiasm at the senior faculty level.

•

UOW does not have a learning platform that is able to deliver on line training
modules to the majority of our clinician assessors who are not salaried employees.
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Despite the hurdles listed above, I developed training modules that majored on the
purpose and process of the new WBA, and on giving quality feedback.
Two Online Training Modules: As 58% of respondents to the initial survey of WBA
assessors (described in section 4.2), said they would use online training if available, I
developed two interactive online modules and mounted them on the current university
Learning Management System: Moodle. Clinicians who had a university login, and who
had requested me for access to the modules, could view them. Module 1 covered
formative clinical assessment and the principles of giving quality feedback. Module 2
covered summative assessment and the different forms and processes for each of the
three Phases. The modules included opportunities for the participant to practice with the
new WBA forms using short videos of enacted student clinical performance. However,
owing to the technical difficulties with access, and a generalised dislike of online learning
by clinicians (as elicited in the subsequent interviews described in Chapter 5), these
modules were not extensively utilised by assessors.
Power point presentation: I also developed a power point presentation with
embedded videos, which essentially covered the same material as the online modules
above. This presentation had a particular emphasis on Phase 3, and I provided this
training face to face, to small groups of Phase 3 WBA assessors over 40 times during the
Hub Tour described in the following section. While not all assessors in every location
attended, the majority did and there was usually lively discussion and interaction
regarding the videos for assessment, and the feedback exercises.
Clinician Assessor Guides: To support the transition to the new WBA, descriptions of
the processes and flow charts were provided in assessment booklets for both students
and preceptors. Administration staff received orientation to the new process and
paperwork. These staff guided and drove the implementation by the clinician assessors.
With Phases 2 and 4, the students received revised assessment booklets and forms
with the instructions attached. As most of the assessors in these phases are a constantly
rotating and changing group, and as the process had not changed much, further training
was neither possible nor deemed necessary by the medical school.
The Hub Tour
The highlight of my PhD journey was my tour of the centres throughout the state of
NSW where our Phase 3 medical students study for 12 months in their longitudinal
community placements. It was an opportunity to gain a deep appreciation of the
community workplaces in which their WBA took place.
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Logistics of the tour:
I took study leave in the second semester of 2017 in order to be able to focus fully on
data collection and analysis for this thesis. During July to October I travelled over 9,000Km
by car in order to visit every centre (also known as ‘Hubs’), and as many of the individual
practices as I could. In most cases, I stayed in each hub centre for three or four days to
enable ample time to talk with as many of the stakeholders as possible:
•

The RAL who is the senior clinician supervising that hub and its group of students.

•

The Preceptors (General Practitioners) in their practices who supervise and work
with a student on a daily basis.

•

Other medical practitioners in local hospitals and community practices who also
assist in teaching and assessing our students.

•

The medical students themselves. The number of students in each hub varies
from three to twenty but in most cases averages seven or eight.

•

The Placement Facilitators (one based in each hub) who undertake administrative
support for all of the above groups and are the key to ensuring that WBA takes
place at the appropriate times.

•

The Practice Managers in each community practice who contribute both to
promotion of WBA activities, and to comments on the professionalism and
attitudes of the students in the practice setting.

•

The local Area Health Directors in some regions were also interested in the WBA
changes proposed for our students.

Placement facilitators were notified of my itinerary three to six months in advance so
that there was adequate time to arrange meetings with as many of the clinician assessors
as possible.
Financially, a ‘Study Leave Assistance Grant’ from the University of Wollongong
covered the costs of the tour, which totalled just under $8,000 and included petrol, other
car costs, accommodation and food.
Purpose and Activities of the tour:
The primary purpose was to conduct the qualitative interviews with experienced
workplace-based assessors described in Chapter 5 of this thesis. Due to time restraints,
the material gained in these interviews did not contribute to the first iteration of WBA,
rather it aimed to gain a deeper understanding of why assessors had said what they did in
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the survey. It did however, have some input into some minor additional changes in the
second iteration from July 2018. In each hub centre I was careful to ensure that the
interviews of clinician assessors for my research were conducted prior to any ‘training’ of
those interviewees to ensure their opinions were not ‘contaminated’ by the training.
The tour also gave me the opportunity to visit the preceptors and RALs who would be
implementing the new WBA for our students. It was an ideal time to offer faculty
development training as we were just starting the first iteration of changes. I shared the
PowerPoint presentation and discussion as many times as required while in each hub. In
total, I held 42 training sessions attended by 142 clinical assessors. The training covered
the reasons for the change, the purpose of WBA, the process of the new WBA, and some
tips and videos on giving quality feedback. In most cases, training happened in small
groups of two to ten clinicians. In some cases, I gave individual training in the practice to a
clinician who was unable to make one of the group meetings.
Finally, as the new WBA was being implemented simultaneously with the tour, I also
had the opportunity to talk with the other stakeholder groups detailed above, answer
their questions, and ensure that implementation went as smoothly as possible.
Talking to clinical assessors in situ, and getting the feel of their workplace, especially in
rural areas, enabled me to gain greater insight and appreciation of the difficulties they
face and of WBA from their perspective. The photographs displayed throughout this
thesis were taken on this tour and attempt to show the enormous diversity of workplace
settings in which our medical students are taught and assessed.
6.6 Implementation of new WBA
Assessment Forms and Handbooks:
Medical students and their preceptors at UOW were already familiar with the use of
assessment booklets for each student for the Phase. All assessment forms to be
completed were in these handbooks, which the students were responsible for carrying
and producing appropriately when an assessment task was to be undertaken. Preceptors
were familiar with using assessment booklets too and they contained simple instructions
on how and when the tasks should be completed. It was not difficult therefore, to utilise
the same system for the new WBA forms. Booklets for each phase were printed and
distributed as usual at the start of the Phase in July 2017. This caused no extra cost to the
university and the changeover was smooth as the procedure was already established.
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Instruction Guides:
In Phases 2 and 4, with little change in the process for completion of the assessment
tasks and forms, there was little need for further intervention. Simple brief instruction
guides were included with the printed forms and booklets for the assessors. Senior faculty
and discipline leads had all been part of the decision-making process so were aware of the
changes and the purpose.
There were more changes in both the forms and the process in Phase 3. In this case,
the students’ new assessment handbook for the Phase had four sections – one for each
quarter. Each section contained forms for: the Student’s Learning Needs Plan, eight
Formative CEXs (students had to complete at least four) and the student’s version of the
EPA grid to complete on themselves. There were concise instructions in the front of the
book, and at the back there was a sample form of both the Preceptor Observations (POSP)
and the SPR (Supervisor Performance Review) so that students were aware of how they
would be marked. The completed POSP and SPR forms were kept confidential from the
student. They were supplied direct to the preceptors and RALs by the administration staff
in either a paper based or digital form as preferred by the clinician. Clinicians sent the
completed POSP forms direct to RALs and the medical school.
The introduction of the new Phase 3 WBA required considerable support and I needed
to be available to answer multiple questions. However, again there was no increase in
cost and generally, faculty understood what they needed to do.
Student Information:
It was especially important that the students, as major stakeholders, understood what
was changing, why it was changing and how it would affect them and their progress. We
introduced the changes at the beginning of the Phase and as the WBA had already been
somewhat different in each Phase, the students were ready to accept something new.
The relevant Phase committees had made the decisions regarding the proposed WBA
changes over the preceding months. Student representatives were present in these
committees and were aware of the changes and the reasons behind them.
For each Phase, there were clear details in their relevant assessment handbooks and
Phase subject guides. The changes for Phase 4 were deemed so minimal that no further
explanation was required. Phases 2 and 3 have an orientation week at the start of the
Phase to introduce students to what happens through the Phase for placements, learning
and assessments. During this week, I gave all students a short and simple presentation on
the purpose and process of WBA for them in this Phase.
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By June 2018, the student WBA results compared with their OSCE marks were showing
a better consistency for Phase 3, but there were minimal changes noted in Phases 2 and 4
(data presented in Chapter 7). The second year of the new WBA commenced in July 2018.
All three Phase committees were aware of the results but opted to make very few
changes in response, as it was felt that it was too early to make major decisions after only
one year of trial. There was however, one relatively small change made in the Phase 3
summative SPR grades which is worth noting.
This change resulted from the in-depth interviews in which assessors had voiced their
strong aversion to the use of the three grades: Unsatisfactory/ Satisfactory/ Excellent
(U/S/E). The decision was made to trial a five-grade system which reflected the junior
doctor training program WBA grades, both in use in hospitals in NSW, and used for
assessing General Practice trainees in the community. The Phase 3 preceptors were
therefore already familiar with this grading system. However, there was still a need to
dovetail these grades with the standard U/S/E grades Graduate Medicine used for all
other assessments. The following was eventually decided on after much debate.
For the stage of training, this student is performing:
o

Well above expected standard === ‘Excellent’

o

Above expected standard

=== ‘Satisfactory’

o

At expected standard

=== ‘Satisfactory’

o

Below expected standard

=== ‘Satisfactory with Recommendations’

o

Well below expected standard === ‘Unsatisfactory’

6.7 Evaluation new WBA - data collection
The evaluation of the new WBA trial involved the same four sets of data collection
described in section 6.2. The end data collection occurred over the period from MarchSept 2019, crossing the end of the academic year. All ‘before’ and ‘after’ results are
presented together in Chapter 7 for ease of comparison.
1) The aggregated, de-identified students’ results in assessment of clinical
performance were collected for Phases 2, 3 and 4 for the years 2016 – 2019.
2) The opinion of assessors in the community regarding the new WBA was elicited in a
survey conducted over August –Sept 2019.
3) The student opinion of their WBA was again elicited via a short anonymous
voluntary survey of students in Phases 2 and 3 during May and June 2019.
4) The voice of the institution was again captured by short interviews with the eight
most senior faculty members of the School of Medicine at UOW in Sept 2019.
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It had always been the intention to implement the changes to WBA for UOW medical
students over two iterations, each one taking a full year so that changes would not
happen mid Phase causing disruption to student learning and assessment preparation.
It was assumed that the new WBA would be unlikely to be ‘perfect’ on the first run and
that there might have been some further changes or adjustments requiring attention. It
can also often take a couple of years for all stakeholders to settle in with changes.
6.8 Chapter summary and discussion re implementation
Section 6.1 of this chapter introduces the method chosen to trial the new WBA. The
following five sections of this chapter (6.2 - 6.6) describe the method used to change and
trial new WBA processes. They include sections on the engagement of senior faculty and
the decision-making process regarding the changes; design and development of the new
WBA changes; faculty and clinical assessor training; the field tour and activities; and the
implementation of the first and second iterations. Section 6.7 of this chapter then outlines
the evaluation process.
However, before leaving this chapter, it is interesting to reflect for a moment on why
each Phase working group and committee decided on the changes they did. As noted a
number of times, the Phases divided essentially into two groups, with the hospital-based
Phases 2 and 4 in one group, and the community-based Phase 3 in the other.
WBA, while a relatively new ‘tool’ in the assessment kit for medical schools, has been
utilised to assess post graduate trainees in various specialities in the hospital setting for
longer than it has been used in the community setting. The Australian Colleges of General
Practice and Rural Medicine formed later than colleges of Physicians and Surgeons, etc.
Hence, senior clinicians in hospital practice have had familiarity with WBA for longer than
their community counterparts.
The longer a practice has been entrenched though, the harder it can be to change. The
assessors in the hospitals in this study were reluctant to change or try something new as
they were accustomed to their processes and methods. Even those who were not
satisfied with the inflated results and stated they wanted change, found it difficult to
agree to any major changes suggested. By contrast, the community assessors were happy
to embrace something different. They were not as established in their methods, and
General Practice has always been a little more flexible and willing to think laterally to
overcome problems (Pelaccia, 2011).
However, another major factor influencing the decisions regarding what to change in
the WBA of the various Phases, lies in the structure of the workplace itself. Hospitals have
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complex clinical staff structures with many levels of trainees working together in teams,
each level responsible for training and supervising the level below. This means that
medical students have most supervision and contact time with junior doctors and
inevitably, they assess much of the WBA for the students. However, junior doctors and
registrars in training for specialities, move around frequently within the hospital and to
other hospitals. With junior doctor rotations changing every 10 weeks, it would have been
logistically extremely difficult to offer training face to face to new groups of assessors that
frequently. Whereas in community practice, the preceptors are generally established
general practitioners who are both more senior and more stable in placements. It was
easier for them to implement changes such as POSP forms to record observations of the
student.
The results of this trial, combined with the information gained from student, assessor
and Senior Faculty surveys, are detailed in the following chapter.
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CHAPTER 7 Trial WBA Changes: Results

Plate 7.1: Historic Clock Tower in central Mittagong.
Southern Highlands Hub
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7.1 Introduction
Using the method and rationale explained in Chapter 6, changes to the WBA of medical
students on placement at UOW were implemented over the two years from July 2017 –
June 2019. The aim of this chapter is to detail the results and outcomes of these
innovations. It was necessary to ascertain whether the revisions improved WBA efficacy,
not only for assessors but also for students and the training institution. The student WBA
and OSCE results for this period are presented in section 7.2 of this chapter. The results of
surveys and recorded comments from the three stakeholder groups are presented in the
following three sections of this chapter 7.3 - 7.5. Section 7.6 attempts to draw the results
of the WBA trial together, and outlines both the ramifications for the medical school and
some potential future WBA changes for UOW. A more detailed discussion of the results is
described in Chapter 8 using the Conceptual Framework to structure the discussion.
7.2 Review of Student Results 2016 – 2019
The aggregated, de-identified students’ results in assessment of clinical performance
(both in OSCE and WBA), were recorded for Phases 2, 3 and 4 for each year from 2016 –
2019. The de-identification and aggregation of these results was undertaken by the
Assessment officer of the medical school. Ethics was approved by the HREC of UOW for
this study on 20/3/2017. Ref No: 2017/094. A sample format of the yearly results, and the
ethics approval are located in Appendices pp 72-74.
Interpretation of Data contained within the results tables:
The results presented below include those for the two years before the change (ending
in June 2016 and June 2017). The two years of the trial of WBA changes (ending in June
2018 and June 2019) are then displayed. It should be noted that Phase 4 is only six
months long and concludes in the December of each year.
For ease of comparison, I have expressed the results as rounded percentages of the
cohort gaining that grade. The WBA results presented below are based on the SPR results
as any summative CEX results fed into the final SPR result for that rotation or quarter. The
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cohorts differ in size and the total numbers in each cohort for each year are noted in the
first column. I have presented each Phase separately in Tables 7.1 – 7.3.
For Phases 2 and 3, the WBA results for the cohort are presented alongside the OSCE
results for the same cohort that year because we would expect to see some consistency,
as discussed previously (Phase 4 does not have an OSCE to compare results with). Grades
are designated: E (Excellent), S (Satisfactory), SR (Satisfactory with Recommendations),
and U (Unsatisfactory/Fail). It should be remembered that the ‘conditional pass’ (SR)
grade in WBA was introduced from July 2017, to identify students with some issues that
needed addressing, but allow the assessor to pass the student at that point in their
training. The terminology ‘Satisfactory with Recommendations’ was used to describe the
‘conditional pass’ grade as Phase committees felt it better described the intent of this
grade and so made it easier to use in a more positive way. Also, students who failed the
OSCE on first attempt, but subsequently passed on their re-sit attempt, are graded as ‘S2’.
Phase 2 Results
As can be seen, overall Phase 2 WBA (Table 7.1) results correspond very poorly with
the OSCE results for that cohort. There is minimal effect noticeable in the WBA results
following the changes introduced in the last two years. Students continued to express
surprise at failing the OSCE when they had received ‘Satisfactory’ or ‘Excellent’ grades for
their WBA.
All Chi square analysis was done with Fisher Exact test comparing the 2016 data
(before) with the 2018 data (after). Analysis done in GraphPad Prism (Version 6.01).
(Statistical significance indicated by P<0.05) Fisher’s exact test on Phase 2 WBA P = 0.0194
in 2018 but by 2019, this significance was not holding.
Table 7.1 Phase 2 Aggregated Student WBA results compared with OSCE results
Phase ending:
(cohort number)

WBA Grades
E

S

OSCE Grades

SR

U

E
0%

June 2016 (75)

47.2% 52.8%

-

0%

June 2017 (83)

33.6% 66.4%

-

June 2018 (69)

30.0% 68.7%

June 2019 (94)

40.3% 58.5%

S

S2

U

86.7% 10.7%

2.6%

0%

10.8% 72.4% 12.0%

4.8%

1.3%

0%

14.5% 71.0%

7.2%

7.2%

1.2%

0%

12.8% 74.5%

8.5%

4.3%
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Phase 3 Results
In contrast to the Phase 2 results above, Phase 3 results demonstrate a marked effect
following the introduction of the new WBA in July 2017 (Table 7.2). The WBA results are
now not inflated and correspond better to the OSCE results. While there is still a ‘failure
to fail’, there is a greater use of the conditional pass (SR) grade compared to Phase 2, to
identify students requiring remediation early.
Fisher’s exact test Phase 3 WBA: P <0.0001 in 2018 and the value holds for 2019 results.
Table 7.2 Phase 3 Aggregated Student WBA results compared with OSCE results
Phase ending:
(cohort number)

WBA Grades
E

S

OSCE Grades

SR

U

E

S

S2

U

June 2016 (77)

60.0% 40.0%

-

0%

3.9%

90.9%

5.2%

0%

June 2017 (72)

54.0% 46.0%

-

0%

20.8% 68.1%

9.7%

1.4%

June 2018 (76)

5.8%

89.1%

5.1%

0%

18.4% 67.1% 10.5%

3.9%

June 2019 (66)

7.6%

89.0%

3.4%

0%

21.2% 72.7%

1.5%

4.5%

Phase 4 Results
Apart from a minor shift in the proportion of E to S grades, there is little difference
notable in the Phase 4 (Table 7.3) results due to the WBA changes. The slight differences
probably resulted from some SPRs graded as ‘Excellent’ by the supervisors being
downgraded to ‘Satisfactory’ by the Phase Chair in accordance with criteria drawn up by
the Phase 4 committee and endorsed by the Board of Examiners.
Fisher’s exact test on Phase 4 WBA

P = 0.557 for the 2017 & 2018 end of year results.

Table 7.3 Phase 4 Aggregated Student WBA results
Phase ending:

WBA Grades

(cohort number)

E

S

SR

U

Dec 2015 (84)

68%

32%

-

0%

Dec 2016 (77)

66%

34%

-

0%

Dec 2017 (71)

61%

39%

0%

0%

Dec 2018 (76)

61%

39%

0%

0%

NB. While the option for the Phase 4 Chair to alter SPR grades has been available for
some years and was not introduced as part of this research, it has rarely been exercised
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before. However, the focus on the WBA results, and discussions around the meaning of
the grades awarded, probably stimulated the decision to look at grades more closely and
ensure the rules for an ‘Excellent’ grade were applied.
Comments on findings:
Marked differences between the Phases in these results of the implementation of
changes to WBA shown graphically in Fig 7.1 clearly demonstrates the difference in the
Phase results between the ‘old’ (2016-2017 academic year), and ‘new’ (2018-2019
academic year) WBA, that is before and after the changes were implemented.
N.B. The 2016-2017 results were largely representative of all the preceding years, but
the 2017-2018 results display some minor changes probably due to the fact that
discussing WBA in meetings caused an increased awareness of marking habits among
some of the preceptors and supervisors.
The possible reasons for the difference between Phase 3 and the other two Phases will
be discussed later in Chapters 8 and 9.

Fig. 7.1 Graph showing WBA results for all Phases before and after WBA changes.
7.3 Stakeholder opinion survey: Clinical Assessors
Method:
The response of the WBA assessors in the community was elicited in a survey
conducted over August – Sept 2019 regarding their opinions of the new WBA. Hospital
assessors were not resurveyed as their WBA format had had very few changes compared
with that covered in the 2016 surveys. The survey covered the changes in the process and
the mark sheets that had occurred in the trial, and their opinions on student results.
Assessors were also asked whether the new WBA process had changed the way they felt
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valued or respected by the institution. The questions were shaped from similar questions
and issues raised in the earlier survey and interviews. Participants were asked to indicate
their agreement or otherwise with a number of statements on a five-point Likert scale.
There was an opportunity to add comments at the end.
Ethics was approved by the HREC of UOW for this survey on 13/3/2019. Ref No:
2019/062. The survey, participant information and ethics approval are located in
Appendices pp 86-92.
Results:
From the approximately 80 assessors invited to participate, only 17 responses were
received (response rate of 21.2%). The reasons for the low response rate are uncertain
but may have related to the time of year the survey was conducted as it coincided with a
busy influenza season in the community. Of the assessors who replied, 29% were RALs
(i.e. hub supervisors) and the remaining 71% were General Practitioner preceptors, who
mentored and taught a student in their practice for the year.
The results of the clinical assessor surveys are summarised in Table 7.4 with comments
and discussion presented below. The last four statements in the survey (green section)
related to the Phase 3 student WBA results over the last few years (as displayed in Table
7.2 above) which were included in their survey so that the assessors could comment on
them. Although not included for this purpose, this also acted as a form of feedback to the
assessors on the results of the changes implemented.
The number answering this question is indicated under ‘n’, as many participants
indicated that certain questions were not applicable to them. (The blue section related
only to the RALs.) The five-point Likert scale was graded as follows: Strongly Disagree (SD),
Disagree (D), Neutral (N), Agree (A), and Strongly Agree (SA). The results are expressed as
a rounded percentage of those who responded to that statement.
Comments on comparisons between the initial 2016 surveys and this much shorter
survey, are added in the discussion of results below.
NB. Abbreviations used in Table 7.4.
*SLNP = Student Learning Needs Plan,
**SPR = Supervisor Performance Review,
***POSP = Preceptor Observations Student Performance
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Table 7.4 Survey WBA Assessors 2019
Regarding the new WBA process and forms
The training on the changes was useful

SD

D

N

A

SA

n

0%

0%

20%

67%

13%

15

The instructions I was sent were clear

0%

6%

6%

76%

12%

17

I understood the changes and found them easy to follow

0%

6%

35%

47%

12%

17

I understood the reasons for the changes

0%

18%

18%

41%

23%

17

I found the new WBA was easy to implement

6%

6%

18%

58%

12%

17

The SLNP* helped me direct my teaching for my student’s
learning needs
The formative CEX was an opportunity to give useful
feedback to the student
I found it easier to give honest feedback when I did not have
to grade the CEX U/S/E
I found it hard to give constructive feedback in the ‘What
the student could do better’ section
POSP forms gave me a chance to express my observations
and reflections on the student
I found the POSP*** forms too difficult to complete/ or
they took too much of my time
I did not understand the point of the POSP forms

7%

13%

20%

53%

7%

15

0%

0%

14%

50%

36%

14

0%

24%

30%

30%

16%

13

7%

53%

20%

20%

0%

15

0%

7%

27%

40%

27%

15

13%

27%

33%

13%

13%

15

14%

50%

29%

7%

0%

14

The EPA grid at the end of each quarter was easy to
understand and complete
The standards for each domain in the EPA grid were clear
from the descriptions given
The new SPR**form represented a wider range of inputs,
aspects and opinions on the student
I found preceptors and tutors helpful and forthcoming with
information to enable me to complete the SPR form
I found it easier to be honest with the summative grade if I
did not have to give it to the student face to face
I felt the new WBA process for UOW respected my opinion
and expertise better than the former processes
The recent WBA results indicate marked improvement as a
measure of student performance compared to 2016
The reliability of WBA results are not very important to me
as a teacher in the workplace
The mentor relationship I develop with the student is very
important to teaching and learning in the workplace
The mentor relationship is more important for student
learning and development than ‘reliable WBA results’

7%

7%

27%

47%

13%

15

6%

13%

13%

56%

13%

16

0%

9%

9%

82%

0%

11

11%

22%

22%

44%

0%

9

9%

18%

27%

27%

18%

11

0%

18%

18%

55%

9%

11

0%

12%

6%

70%

12%

17

6%

47%

24%

24%

0%

17

0%

0%

6%

47%

47%

17

0%

35%

24%

24%

18%

17

The majority of assessors understood the reasons for the changes and found the
training and instructions clear. More assessors agreed the new WBA was easy to
implement (70%), compared with 61% in the first survey regarding the former WBA
processes (Chapter4). The survey asked about the various components of the new WBA in
Phase 3. Overall, assessors found the learning needs plans helped them direct their
teaching to the student’s needs (60%). They agreed the new CEX forms focussing on
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feedback, enabled them to give useful feedback (86%) compared with 79% in the 2016
survey (Chapter 4).
Only 19% found the standards expected were not clear from the descriptors given,
compared with 52% in the 2016 survey (Chapter 4) who said it was difficult to know the
standards to expect of the student. While 67% felt that the POSP forms enabled them to
express their opinions confidentially to the RAL regarding the student, 26% said that they
took up too much of their time.
“Workplace assessments ARE important opportunities for formative assessments and
opportunities for constructive feedback – no argument.”
“The only benefit from the POSP forms was the chance to provide feedback to the UOW
on students in addition to the material covered in [the EPA] grid marking rubric.”
While 87% of RALs felt that the new SPR was informed by a wider range of inputs than
previously, only 44% agreed that preceptors provided them with the information they
needed in time to complete the SPR.
“As a RAL, it is frustrating that I do not receive POSP forms back from some preceptors,
which disadvantages their students in terms of assessment input”
Most assessors (87%), agreed the results were now more realistic, and 64% felt the
new WBA respected their expertise, which was more than the previous WBA process (54%
in 2016, Chapter 4). Interestingly, 94% agreed that the mentor relationship they
developed with the students was very important for teaching and learning in the
workplace.
Finally, those who completed the summative SPR forms and awarded the grade for the
quarter, were asked to indicate which grading system they preferred. The results to this
question are displayed in Table 7.5. (The change in the grading system in July 2018
occurred in response to the clinical assessor interviews, reported in Chapter 5, in which
the majority had requested more grades to choose from.)
Table 7.5 Preferred Summative Grading System
Year used

Number of Grades

Grades

Preferred

Prior to July
2017
July 2017 –
June 2018
July 2018 –
June 2019

3

Unsatisfactory / Satisfactory / Excellent

2 (18%)

4

Unsatisfactory / Satisfactory with
Recommendations / Satisfactory / Excellent
Well below / Below / At / Above / Well
above: ‘the expected standard’

4 (36%)

5

5 (46%)

Only the RALs were asked to answer this question as other assessors were not
conducting summative assessment or using these grades. There was a clear preference for
142

the four or five grade systems over the original three grade system in use prior to the new
WBA processes.
At the end of November each year, the RALs and placement facilitator staff in each hub
come to Wollongong for a two-day conference to review the community placement
teaching and assessment, and discuss problems. Each year from 2016 – 2019, a 20-minute
segment of this conference was allocated to discuss problems and issues with the WBA
changes. This was also an opportunity to provide feedback to the RALs regarding the WBA
results which they could in turn take back to their preceptors.
7.4 Stakeholder opinion survey: Students
Method: The students opinions of their WBA prior to and post changes were elicited
via a short anonymous, voluntary survey of students in Phases 2 and 3 conducted during
May - June 2017, and May – June 2019, at the end of their academic year. Ethics was
approved by the HREC UOW for these surveys Ref No: 2017/030 and Ref No: 2019/011.
The surveys, participant information, and ethics approvals are located in Appendices:
2017 data pp 61-64, and 2019 data – pp 75-78.
Results: The results of student surveys are summarised in Tables 7.6 (Phase 2) and
Table 7.7 (Phase 3) with student comments and a summary presented below each table.
The five-point Likert scale was graded as follows: Strongly Disagree (SD), Disagree (D),
Neutral (N), Agree (A), and Strongly Agree (SA). The results are expressed as a rounded
percentage of those who responded to each survey and ‘n’ is the number answering that
question.
Phase 2 Results:
Table 7.6 Phase 2 Student WBA Surveys

May 2017 (Before WBA changes)

Total responses = 79 (97.5% response rate)
WBA was helpful for learning
WBA feedback was useful
There was too much WBA this phase
Purpose of CEXs is practise for OSCE
I don’t understand the purpose of WBA

SD
1
0%
4%
4%
8%
23%

D
2
6%
13%
40%
23%
43%

N
3
27%
21%
34%
31%
27%

A
4
38%
47%
18%
28%
7%

SA
5
29%
15%
4%
10%
0%

n

Total responses = 92 (97.9% response rate)
WBA was helpful for learning
WBA feedback was useful
There was too much WBA this phase
Criteria for summative CEXs were helpful
SPRs & EPA grids helped gauge progress
I had a lot of difficulty getting CEXs assessed

SD
1
8%
11%
7%
3%
10%
4%

D
2
10%
21%
47%
9%
27%
16%

N
3
22%
33%
29%
17%
25%
17%

A
4
35%
26%
13%
44%
28%
38%

SA
5
25%
9%
5%
27%
10%
25%

n

May 2019 (After WBA changes)
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79
78
76
78
77

91
91
87
89
89
89

Mean
Score
3.90
3.56
2.78
3.09
2.18
Mean
Score
3.59
3.01
2.65
3.83
3.01
3.64

N.B. To enable comparison in the analysis stage, the scale was subsequently given
numerical scores of 1-5 (as above) and the mean score calculated. The first 3 statements
in each survey are the same and the following two or three statements are specific to that
Phase or stage of WBA implementation.
It is clear that the WBA changes introduced into Phase 2 from July 2017, did not have
an overall positive effect on the students’ perception of the use or helpfulness of WBA for
their learning. Based on the responses to the first three questions (that were consistent in
the before and after surveys), the Phase 2 student perception of WBA was unchanged,
(P 0.4856, un-paired t-test).
It is also interesting to note that even before the slight reduction in total quantity of
WBA was introduced, the majority of students did not feel that there was too much WBA
during Phase 2. (In 2019, following changes in the mark sheets, 71% agreed that the
descriptive criteria for the Summative CEXs were helpful, but only 34% found the EPA
grids in the SPR mark sheets helpful to gauge their progress. There were numerous
comments added to the surveys and as is often the case, this qualitative information is
very valuable, with a number of themes becoming clear:
a. The usefulness depends on the quality of the feedback which varied enormously
depending on the assessor and their feedback skills. Junior doctors were more
available but the quality of their feedback was not perceived to be as good
“It was very dependent on who was filling them out. Some people took time to give
feedback and it was great. Sometimes they didn’t care and ticked the box with no
feedback.”
“Really hard to get constructive feedback from junior doctors even though it is hugely
valuable completing the task with them.”
The questions in this mini survey were related to feedback following WBA. It is
possible that if students were receiving good feedback in other aspects of their
workplace learning, then anything they received in the formal assessment setting
would feel less useful.
b. Almost 40% of the cohort in 2017 felt that the purpose of WBA was to practise for the
OSCE and many students commented that WBA did not fulfil that purpose well.
(While medical academics would argue that the purpose of OSCE is to practise the
student’s skills for the workplace, in reality the students’ perspective is based on what
carries the greatest summative weight rather than the task’s content validity.)
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“Often difficult to get staff to watch examinations and procedures and histories
therefore defeated the process of OSCE practice”
“Feedback on CEXs depended greatly on assessor, they were never similar to an OSCE”
c. The preceptors in the hospital were not perceived to be engaged in the assessment
process and in 2019, 64% of students said they had a lot of difficulty getting
preceptors to assess their CEXs.
“The doctors … saw it as an inconvenience. It made it very stressful sometimes”
“The CEXs make clinical placements extremely stressful. I think it is only useful if the
doctor is into the task”
d. WBA took up too much time, increased stress and reduced rapport with the team.
“I found constantly asking Drs to do a CEX ruined my rapport with them (i.e. they
think you are only doing work to get things signed)”
“Summative CEX feedback is less helpful because consultants and registrars are less
enthusiastic about doing them. Summative CEXs annoy staff”
e. Students noted some of their peers ‘game’ the system with summative assessments.
“Staff are very busy. It can be hard to organise. Some are happy to sign off on the
basis of my good attendance, and I have had to decline and ask for it to be done
properly on a number of occasions”
“Students pick doctors they know will issues ‘Excellents’.”
“SPRs and CEXs are unfair. It feels like it is all down to how much your consultant likes
you versus your skill. I’ve seen students not turn up, but suck up and get ‘Excellents’.”
Phase 3 Results:
Table 7.7 Phase 3 Student WBA Surveys

June 2017 (Before WBA changes)

Total responses = 71 (99.6% response rate)
WBA was helpful for learning
WBA feedback was useful
There was too much WBA this phase
Purpose of CEXs is practise for OSCE
I don’t understand the purpose of WBA

SD
1
10%
4%
14%
7%
16%

D
2
21%
23%
32%
35%
46%

N
3
18%
22%
44%
24%
23%

A
4
18%
32%
7%
27%
12%

SA
5
32%
19%
3%
7%
3%

n

Total responses = 64 (98.5% response rate)
WBA was helpful for learning
WBA feedback was useful
There was too much WBA this phase
The SPR grades were meaningless for me
LNPs & EPA grids helped gauge progress
I had a lot of difficulty getting CEXs assessed

SD
1
3%
6%
5%
3%
5%
21%

D
2
22%
17%
57%
15%
16%
38%

N
3
30%
27%
33%
48%
36%
19%

A
4
34%
44%
5%
23%
38%
31%

SA
5
11%
6%
0%
11%
5%
2%

n

June 2019 (After WBA changes)
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71
69
71
71
69

64
64
61
61
63
63

Mean
Score
3.38
3.39
2.53
2.92
2.40
Mean
Score
3.28
3.27
2.38
3.24
3.22
2.48

The WBA changes introduced into Phase 3 from July 2017 also had little overall effect
on the student’s perception of the use or helpfulness of WBA for their learning. Similar to
the findings described above, the Phase 3 student perception of WBA was unchanged
(P 0.7799, unpaired t-test) based on the responses to the first three questions (that were
consistent in the before and after surveys).
The majority of students did not feel that there was too much WBA in this Phase. On a
positive note, in 2019 following changes in the WBA, 79% of students felt that the EPA
grids and use of their Learning Needs Plan helped them to gauge their progress.
While 64% of students in the hospital-based Phase 2 had had difficulty getting CEXs
assessed (Table 7.6) this had dropped to 33% in the community-based Phase 3 (Table 7.7).
Once again, some themes were apparent from the comments but it was interesting that
overall the tone of the Phase 3 comments was positive towards WBA, in contrast to many
more negative comments by Phase 2 students.
a. Time is a problem and so CEXs are often not properly done by preceptors.
“CEXs are not done properly by most students and preceptors due to time”
b. In 2017, some students commented that CEXs were not properly done if the
preceptors did not know the process. However, there were no comments to this
effect in 2019.
c. In 2017 34% of students said that the purpose of the summative CEXs was to practise
for the OSCE, and, as one student put it “to demonstrate competence and safe
practice as an intern.” By 2019, however, the students had begun to use the now
formative CEXs for their learning:
“I think the CEXs are a good learning opportunity”
“Finding a clinician to do the CEXs thoroughly (i.e. watching an examination rather than
listening to a presentation) is quite difficult. I got a lot more out of identifying
weaknesses myself and seeking help on these specific items from my supervisors. This
was more beneficial to improving my clinical skills and reasoning.”
“CEXs through preceptor were not structured as desired but I probed for good teaching
opportunities.”
d. The new WBA in Phase 3 removed all summative assessment from the face to face
setting and the SPR grades, awarded by the supervisor (not the preceptor), were
delivered via the online results system. (Feedback on the SPR was verbal but the
grade was given later online.) This created some student concerns. Some wanted
more SPRs and EPA grids to gauge their progress, while 34% said the SPR grades were
meaningless.
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“SPR isn’t helpful because the student receives no information about it”
“SPR grades given by a doctor who spends much less time with me per week than my
preceptor”
“Not having written SPR feedback can be tricky as verbal feedback was sometimes
what I wanted to hear not what I might have needed to hear.”
“SPR grades seem to be conflicting with clinical feedback in the workplace.”
In the Phase 3 Committee meeting on 23/5/19, the student representatives
commented that some students were struggling with the fact that they get ‘glowing
feedback’ from their preceptors and in their formative CEXs, and are then disappointed
when they don’t get an ‘Excellent’ in their SPR. The students seemed to feel that ‘good’
equated with ‘excellent’. (Author’s Field Notes 23/9/19). This is part of a recurring theme
in this research regarding the difficulty assessors have in giving negative feedback face to
face.
7.5 Stakeholder opinion interviews: Senior Faculty
Senior faculty members were invited to participate in a brief voluntary interview on
their opinions of our WBA results and processes as a representative of the ‘institution’.
Ethics was approved by the HREC of UOW for this study on 3/4/17. Ref No: 2017/140.
Following the changes, the voice of the institution was again captured by short interviews
conducted in Sept 2019. Ethics was approved by the HREC of UOW for this study on
19/2/19. Ref No: 2019/050. The questions, participant information and ethics are located
in the Appendices: for 2017 data pp 65-71, and for 2019 data pp 79-85.
The interview consisted of five questions and there was general agreement and
consensus for most answers. The results are presented below as the answer to each
question before changes (Sept. 2017) and following changes (Sept. 2019). Some quotes
are added as pertinent.
1. What are your comments regarding the quantity and type of WBA (see Table 7.8)
Table 7.8 Quantity of WBA in each Phase in 2017, and following changes (2019)
WBA

Formative CEXs

Summative CEXs

Sum. SPRs

Phase 2 (12mths)

2017– 35 / 2019 - 21

14

7

Phase 3 (12mths)

2017 – 0 / 2019 - 16

2017 - 16 / 2019 - 0

4

Phase 4 (6mths)

0

12

4
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a. 2017 All agreed that there were too many CEXs in Phase 2 but felt the number in
Phases 3 and 4 was probably appropriate. Most wanted at least some of the CEXs
in Phases 3 and 4 to be formative.
“Would prefer CEXs were all formative as that is what they were designed to be.”
“Students find the summative CEXs in P2 of some use … however the anxiety
around them being summative causes students to cherry pick the soft assessors.”
b. 2019 The general consensus was that the reduced WBA quantity in Phase 2 was
good as was the move to all formative CEXs in Phase 3.
“Very happy about the P3 CEXs going formative. Anecdotally it seems students are
doing more of them for their own learning”
“P3 going to formative CEXs was a good move as it helps to focus them on teaching
and learning not assessment. Better having the summative assessment (SPRs) done
by more experienced, senior, trained staff.”
2. Could you comment on the WBA results in June this year (see Tables 7.1 - 7.3)
a. 2017 The results in June 2017 were universally condemned as being unrealistically
elevated with a poor discrimination between ‘Satisfactory’ and ‘Excellent’, as well
as a ‘failure to fail’. Results were described as “unreliable”, “counterproductive”
and “inappropriate”.
b. 2019 There was consensus that Phases 2 and 4 results had not improved much
while Phase 3 results were now much more realistic.
“The P3 results are much better and clearly show that the face to face nature of
WBA, makes a difference to result inflation.”
“Perhaps the Phase 3 ‘Excellents’ of 7.6% is a little under but the process changes
have obviously made the difference.”
3. What is the purpose of WBA at UOW and are these results achieving that purpose?
a. 2017 Most of the senior faculty interviewed felt that WBA should be designed to
enhance the student learning, enabling them to define their weaknesses.
However, there were a few calls for the WBA to help decide progression as well.
“To provide feedback to the students, not to grade them. It is valuable because it is
in the real life setting but it should focus on development of competence rather
than assessment of competence. I wouldn’t want to use WBA to decide
progression.”
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“I want to know that they are capable of performing competently, safely and
professionally in the workplace… to help make a clear pass/fail decision.”
No one felt that the WBA was achieving either desired purpose.
b. 2019 Looking at the results in 2019, the interviewees commented that there was
little change in Phases 2 and 4, but in the case of the Phase 3 results, they felt they
were now starting to achieve some purpose, if not their desired purpose.
“P3- previously the WBA was no use at all – just a tick box exercise. But now we
have more granularity about our information on students. We have a better
understanding and identification of those with particular issues. The feedback loop
is driving learning for students and there has been greater engagement by RALs.”
“It has improved our respect for the preceptor/student relationship.”
“Changes to the WBA has helped us all focus on what we are doing with assessment
in the workplace. Our expectations are changed. People are thinking about what
‘Excellent’ really means.”
4. How defensible are these results and how important is that?
a. 2017 Unanimously they declared that these WBA results were not defensible.
There was also strong support for the idea that WBA was important and should
contribute to final student progression in conjunction with other assessments.
“I think it is important and want it to be defensible but currently it is not defensible
at all. I struggle to even get students to see the point of repeating a failed CEX.”
b. 2019 Again the comments here all related to the Phase 3 results as there was little
change in the other Phases. Interviewees felt that Phase 3 results were now more
defensible. Three senior faculty members raised the idea that in the case of the
Phase 3 results, if a failure in WBA did occur, it would be very defensible because
of the tendency of WBA assessors to fail to fail.
“It is important because it is an authentic form of assessment for students in the
clinical setting. If it is procedurally implemented well, I do think it is strong enough
to defend a fail.”
“Defensibility of WBA relies on the preceptor for validity & reliability. WBA can be
defensible if the preceptor can and does justify their judgement. We need more
notes/ observations from our preceptors.”
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5. Regarding the WBA changes in this research
a. 2017 - What would you like to see change in WBA? This question generated
something of a ‘wish list’ from the interviewees. They wanted: more opportunities
for feedback to the students; clearer guidelines for both students and assessors on
the purpose and process; a wider range of grades with better descriptors; and a
way for assessors to pass information on to the university about students.
b. 2019 – Has the trial of new WBA changed your concept of WBA use? Each
interviewee answered this question from their own perspective rather than that of
the medical school. Three commented that although their concept of WBA and its
use had not changed, they had gained a new perspective on WBA. Others found
the new WBA had changed their estimation of its usefulness.
“I like the new SPR for Phase 3. It has input from a number of sources and gives
greater credibility and respect to the RAL … and it helps even further to delineate
the weak students”
“I had some knowledge about CEXs and Long Cases before we started so I was
already sold on the changes and new processes. These results have reinforced what
I thought and wanted to do. I am particularly happy about the Student Learning
Needs plans and encouraging students to take responsibility for their own learning.”
“Even for Phase 2 it has changed things significantly. Preceptors are happier with
changes to forms – the criteria have increased their understanding of what to
expect – “They really like it” and understand how to fill it in better – this is
important as getting [assessor training] going in the hospital is so difficult.”
“There is more guidance given for marking the SPR and hence we are getting more
consistent marking”
Many senior faculty also attend the various Phase 2, 3 and 4 Committee meetings and
were therefore aware of the results as they became available over the two years of the
trial. The committee meetings provided a forum for ongoing monitoring, feedback and
discussion regarding the WBA trial and unfolding results. While the following comments
were not sought as part of this research, they were spontaneously offered at some
meetings and are quoted from the Author’s Field Notes.
Phase 2 Committee (discipline lead -Surgery) “The CEXs and SPRs are going better this
year – smoother process” 15/11/18
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Phase 3 Committee (Chair) “SPRs are now giving us much better granularity and more
detail about the student’s progress, enabling us to detect the student needing mentoring or
extra help” 13/4/19
Phase 4 Committee (Chair) “My gut feeling is that there is more consistency” “Better
than previous years” 13/9/18. “This year SPR grades are relating better to the grades on
the EPA grids. We are noticing gradual change” 18/10/19
The Australian Medical Council (AMC) was also kept abreast of the changes and the
results as they unfolded, in the annual reports of the medical school.
7.6 Chapter summary
Section 7.2 of this chapter detailed the effect of the WBA changes on the aggregated
student WBA results alongside OSCE results over the years 2016 – 2019. While Phase 3
results showed some dramatic differences in WBA results, the other Phases showed only
mild effects in response to the new WBA. It is worth taking a few moments to reflect on
why the results are so different for each Phase. As described in Chapter 6, each Phase
implemented different changes to their WBA from July 2017. In essence, all three Phases
changed their mark sheets to use clinical language of entrustment for summative CEXs,
and an EPA grid to aid SPR grading. All three Phases also introduced the ‘Satisfactory with
Recommendations’ grade (SR) for summative SPRs.
However, the major difference for Phase 3, compared with the other two, was that
Phase 3 also changed the process of the WBA as well as the mark sheet. All CEXs in the
mentor setting in Phase 3 became formative to guide learning, and with no grades
allocated, they focused purely on feedback for the student. Preceptors were enabled to
provide confidential opinions to the supervisor on the student performance and progress.
The summative component of WBA in Phase 3 was confined to the SPRs. The summative
decisions were all made by supervisors (RALs) based on a number of aspects of student
performance and engagement, and were not delivered face to face but fed back to the
student by the university online results system.
This would suggest that it was the changes in process, rather than the mark sheets,
which had the most effect in reducing the inflated WBA results. It is also worth noting that
many of the preceptors in Phase 3 received some initial training regarding the new process
and the purpose of the WBA. We were unable to deliver this training to the hospital-based
assessors in Phases 2 and 4 due both to lack of access, and the ever changing rotations of
junior doctors who conduct the majority of the assessment.
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While the Phase 3 SPR results showed a decrease in the hyperinflation of results, they
still showed the’ failure to fail’ which plagues so much WBA. The introduction of the
‘Satisfactory with recommendations’ grade for SPRs however, did seem to enable a
number of students with problems to be identified and remediated at an earlier point in
their learning trajectory. It is worth noting that as only the SPR was summative in Phase 3
in the new WBA, only SPR results for pre and post changes were used for comparison in
Tables 7.1-7.3. As the new formative CEX forms had no grades, but were designed to
maximise feedback, it is not possible to determine there was any changes in CEX grades.
Section 7.3 describes the Phase 3 workplace-based assessors’ opinions of the new
WBA and student results. Assessors generally understood the changes to process and were
in favour of the changes. The one area which caused problems was the POSP form with
many assessors not completing them due to time constraints, and the RALs in turn
struggling to complete the SPR forms without this information. One future direction at
UOW will probably be to simplify this aspect of the reporting process. The RALs also
strongly preferred more grades for the summative SPR forms.
In Section 7.4 the results of student surveys before and after the changes indicate that
from their perspective, relatively little has changed. This could in part be due to students
already receiving useful feedback during their placement generally, and not perceiving
feedback in the assessment setting as being particularly useful by comparison. However,
overall the tone of the Phase 3 comments was more positive towards WBA, in contrast to
unchanged negative comments by Phase 2 students. Phase 3 students have begun to use
the formative CEXs to further their learning but they still struggle with the fact that they
get ‘glowing feedback’ from their preceptors, and in their formative CEXs, but are
disappointed when they don’t subsequently get an ‘Excellent’ in their summative SPR.
Section 7.5 presents the voice of the institution on the WBA changes through the
opinions of the most senior and influential faculty members. They feel that WBA is an
important component of the overall assessment of medical students and would like results
that are realistic enough to be defensible in the case of an appeal. Most commented that
the results prior to the changes did not fulfil their requirements. Following the changes,
there was much interest in the Phase 3 results and discussions will probably occur in the
future regarding how these process changes could be implemented in the other Phases.
While all commented that the new WBA was a step in the right direction, many felt there
was still a way to go before we had WBA results that could assure us that the student was
ready for the workplace.
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In Chapter 1.4, the search for an appropriate research design was described. Design
Based Research (DBR) was chosen as the basic framework for this research. While the
literature and the initial assessor survey and interviews produced theories around the
causes of the problems with WBA, these needed to be tested in the authentic in vivo
context of the clinical workplace. DBR takes place through cycles of design and
development, implementation, evaluation, and redesign (Hoadley et al. 2003). This cycle
has served this research in a useful way. After the initial theory generation, the changed
WBA was designed and developed as described in Chapter 6. Following the
implementation, the changes were evaluated as described in Chapter 7. The mixed
methods of both qualitative and quantitative analysis were required for this evaluation,
and will be valuable in the analysis to determine the direction of further development.
"Sustainable innovation requires understanding how and why an innovation works
within a setting over time and across settings, and generates heuristics for those interested
in enacting innovations in their own local contexts" (Hoadley et al. 2003, p 6, 4th para). This
then is the next step as the results are discussed in the following chapter.
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CHAPTER 8 Summary of Findings

Plate 8.1: Orange Aboriginal Medical Services host student placements.
Orange/Forbes Hub
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Fig. 8.1 Conceptual Framework following the trial of WBA changes
8.1 Introduction: the perspective of the Conceptual Framework
The aim of this chapter is to present a summary of the results using the conceptual
framework first outlined in Chapter 1 as the structure. This framework was first developed
as a way of thinking about and identifying the various factors contributing to the inflation
of WBA results. As there was never going to be a single simple solution to this complex
problem, which occurs within the context of human relationships, this research study was
devised to make use of a variety of methods to explore different aspects of the problem.
The initial information was gleaned from a review of the literature. This was followed by
surveys and interviews of the assessors working within the program in which the research
was conducted, to ascertain the issues particularly important to them. Within the WBA
program of our small rural medical school, changes to the WBA were then developed,
trialled, and evaluated.
Under the headings of the five sections of the conceptual framework (Fig. 8.1), the
results are discussed in each of the following five sections (8.2 – 8.6) of this chapter. The
original hypotheses and aims are included at the start of the discussion of each aspect to
help focus the discussion. Finally in section 8.7, the results are summarised to draw
together what was/was not successful and why, and what has been learnt or concluded.
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8.2 The Institution including its systems and processes
Hypothesis: That the way institutions perceive the role of WBA determines the design
of WBA process, and affects WBA assessment decisions.
Aim: To explore the institutions’ use of WBA and relationship with assessors, and
ascertain whether these in turn affect WBA assessment decisions.
To determine if changes in implementation or process of WBA can improve
efficacy of results.
The training institution is responsible for the design and implementation of the
curriculum including the process of workplace-based training and assessment. Ultimately,
the attitude of the institution to WBA will depend on what it perceives to be the primary
purpose of WBA within its assessment program. Is it to assess fitness of the student to
progress, or is it to enhance student learning? This in turn contributes to decisions on the
type of WBA used, the process for the assessment, the design of the mark sheet, and how
the institution interfaces with the assessors, including what it requires them to do. Does
this then impact on assessment decisions, and the quality and efficacy of the WBA?
I have summarised the findings of this research related to this component as answers to
five questions based on the aims described above.
1) What was the role or purpose of WBA to UOW?
Senior faculty interviewed indicated (See Chap 7.5) that they did want the WBA to be a
summative assessment on which they could (in conjunction with other assessments)
determine fitness to progress to the next stage of training. They were disappointed in the
hyperinflated WBA results they had been getting which they felt were neither realistic nor
useful. They saw feedback with constructive comments to help student learning as a
useful part of the WBA process, but not the prime purpose of the assessment.
2) How did the institution’s purpose for WBA determine its design and process?
The original WBA for UOW medical students consisted of CEXs and SPRs. Almost all
the CEXs in Phase 2, and all of the CEXs in Phases 3 and 4 were summative. All of the SPRs
were also summative. The results from all summative WBA contributed to the end of
Phase overall grade and to progress decisions. Prior to the changes, the CEXs were
generally conducted by preceptors who were often the teacher/mentors of the student.
The preceptor would also usually partly complete the SPRs, including suggesting the
overall SPR grade. Supervisors would then ‘sign off’ on this and although they could alter
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the grade, few did. So essentially, all summative WBA decisions were made within the
mentor relationship and all results were issued to the students immediately face to face.
3) How did assessors perceive their relationship with UOW and what was the impact?
One of the themes that assessors repeatedly verbalised at interview (Chapter 5.3) was
that they felt the medical school did not value and respect the clinician assessors as much
as perhaps it should. The lack of training and resources allocated to faculty development
were cited as evidence of this. Assessors suggested the medical school could show how it
valued them through more face to face training. They also felt that feedback on their
performance as teachers and assessors, and some form of public thanks or recognition
(similar to OSCE assessors), would help them feel more valued by the university.
‘Feeding forward’ information about the student from one phase to the next had been
previously proposed following requests by preceptors and supervisors. While all phases
liked the idea and felt it could be beneficial for learning, it was decided at committee
meetings that university privacy laws made this concept difficult if not impossible to
implement. However, to the WBA assessors, who as registered medical practitioners are
accustomed to being given all information before they make decisions, this felt like
something of an insult. It challenged the concept of their professional identity because it
felt as though the university did not trust them to keep student information confidential.
The assessors also expressed reservations about how the medical school supported
both them and the student, if a student was identified as ‘underperforming’ for whatever
reason (Chapter 5.3). In agreement with the literature, one of the reasons our WBA
assessors were reluctant to fail a student was that they either did not know, or did not
trust, the consequent university processes. They needed to know that if they identified a
struggling student, the student would be supported and appropriately remediated, or
enabled to make a dignified exit from the course (Bellini et al. 2019).
This research confirmed that our assessors felt the institution did not appear to
respect or value WBA and WBA assessors, pointing to sparse resources, inadequate
training, and poor support when problems occur. According to the assessors interviewed,
this perceived mutual ‘lack of trust’ between WBA assessor and the institution, did affect
results and made them reluctant to fail a poorly performing student.
4) How did the WBA purpose and process impact on the grades awarded?
Assessors and students were all aware that the prime purpose of WBA to UOW was
assessment of learning, not assessment for learning. They all knew the CEX results fed
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directly into the SPR result for each block or quarter, and that these in turn fed into the
student’s final result for the Phase, which determined progression to the next Phase. This
awareness caused students to pressure for higher grades, (confirmed by both assessor
and student surveys in Chapter 7.4), and assessors to feel unable to fail a poor
performance because of the repercussions (Chapter 5.3).
All CEX and SPR results were done immediately following the assessment process, and
the result was given to the student face to face. Assessors noted in both the survey and
interviews that this aspect of the WBA process impacted on their willingness to identify a
struggling student, as well as contributing to the inflated grades awarded (Chapter 5.4). In
both survey and interviews, assessors also noted that having to be both teacher/mentor
and assessor/judge was a conflict of roles, and they asked for a more confidential
reporting process to the supervisors (Chapter 4.2). This is something others have also
noted in their research (Castanelli et al. 2019, Duitsman et al, 20190.
5) Did a change of WBA process change the results (grades awarded)?
In the trial of WBA changes described in Chapter 6, there was little change in the
process of the WBA for the hospital-based Phases 2 and 4. However, the communitybased Phase 3 chose to implement changes in the process. The mentor/teacher setting
was reserved for assessment for learning only. Students were given feedback on the
performance of various skills but these CEXs were purely formative and no grades were
awarded. These did not contribute directly to the summative WBA grade for the Phase.
The summative SPRs were completed by senior supervisors (RALs) and were based on a
number of pieces of information about the student’s progress. The results were not given
face to face but conveyed to the students later through the university’s Learning
Management System (Moodle), in the same way as all other assessment results were
conveyed. The preceptors were also asked to report confidentially to the supervisor via a
POSP form designed to seek the preceptors’ expert opinions on the student’s progress.
Subsequently, 64% of assessors agreed that the new WBA processes for UOW respected
their opinion and expertise, compared with 54% with the former processes (Chapter 7.3).
The results following the WBA changes clearly demonstrated a difference between
Phases 2 and 4, which showed minor effects, compared with Phase 3 which showed a
major reduction in the inflated grades (as described in Chapter 7). The proportion of
‘Excellent’ grades in Phase 3 WBA dropped from 60% to a more realistic 7% - see Fig.7.1.
The outcome of these two process changes: removing summative assessment from the
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mentor setting, and not delivering summative grades face to face to the student, points to
ways in which a change in WBA process contributes to more realistic results.
8.3 The Clinical Assessor:
Hypothesis: That assessors are lenient in WBA due to a different perspective to the
institution on the purpose of WBA.
Aim: To determine whether leniency is due to a different assessor perspective on WBA to
that of the institution.
To ascertain whether training changes assessor perspectives and behaviour, and
improves WBA reliability.
As the clinical assessor was a major focus of this research, there are a number of
aspects to reflect on in this section. Where the issue relates mainly to the assessor role, I
have discussed it in this section, and where it relates more to the assessor/student
mentor relationship, I have discussed it in the following section 8.4. There is considerable
overlap between these two because the student teachers and mentors were often also
their assessors in the initial system.
Another aspect included in this section under ‘The Clinical Assessor’ is a comparison of
the assessor perspective regarding OSCE and WBA clinical assessment. While the
summative purpose was similar between the two, the differing processes appeared to
cause differing behaviour and degrees of leniency.
1)

Do assessors have a different perspective of WBA purpose compared to UOW?
In the surveys our WBA assessors stressed how important they believed assessment

in the workplace was for the student, but admitted that they lacked confidence knowing
the expected standards for summative WBA (Chapter 4.2). In contrast to the university,
our WBA assessors saw the prime purpose of assessment in the workplace to be that of
enhancing student learning. In the surveys many had noted they preferred to focus on
formative assessment for feedback and not to have to do any summative assessment.
Almost unanimously, the WBA assessors surveyed and interviewed declared how much
they enjoyed teaching, and stressed that that included assessing and providing feedback
to students on their performance (Chapter 5.4).
There seems to be a varied understanding with regard to what constitutes ‘formative
assessment’ and feedback in the WBA setting. Some clinicians feel that watching a
student perform a skill, e.g. examination of a knee, and providing them with feedback on
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what went well and what could be improved, is actually ‘teaching’, and not assessment at
all (personal correspondence with a WBA assessor colleague from Notre Dame
University.) However, for this research, if the exercise was conducted exactly like an
assessment such as for a summative CEX, but without the results counting towards your
overall grade, then it was regarded as ‘formative assessment’. The line between the two is
admittedly fine, but in this thesis both are regarded as assessment for learning. Our
assessors in survey and interviews clearly wanted WBA assessment to be for learning.
2)

Is the apparent leniency of WBA results due to a different assessor perspective?
Many assessors admitted to finding it difficult to give negative feedback in the

summative setting (Chapter 4.2). This included both giving the student a poor grade
and/or telling them the things they completed incorrectly. In both the interviews and
surveys, WBA assessors had reported difficulty giving summative results face to face to
the student. They saw this as the major cause of the elevated grades, and failure to fail in
WBA (Chapter 5.4). Colletti (2000) also demonstrated this succinctly in a neat study in
which she compared the grades and feedback of WBA when results were given face to
face as opposed to later in writing. The problem became worse the poorer the
performance and she noted that assessors are reluctant to address deficiencies directly
with the student. She concluded that:
“While students desire more timely direct feedback on their clinical performance,
faculty are poor at giving direct, objective, face to face feedback, particularly when it
involves negative feedback, with resultant grade inflation." P 82, 4th para.
Our assessors were adamant that they could recognise poor performance when they
saw it, but struggled to say that face to face to the student in any assessment setting
where the result contributed even a small component of the overall grade for the Phase.
3)

Does training change WBA assessor perspectives, behaviour and interrater reliability?
The assessors themselves indicated that they thought training in WBA assessment

would solve a number of their problems (Chapter 5.4). They were specific about what
they wanted:
•

Training on the purpose, process and ramifications of WBA and on how to give
feedback. They also wanted feedback on their performance as WBA assessors.

•

They wanted it delivered in interactive small group sessions by UOW faculty.

•

They felt that this would not only improve efficacy, it would also convey
respect for the assessors and their role, and help them feel valued.
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•

While happy to teach and even assess for minimal remuneration, they
expected training to be well remunerated to make it worth their while.

In the WBA trial described in Chapter 6, training was provided in online modules to all
assessors (with very little take up), and in interactive (unpaid) small group sessions which
around two thirds of our community-based assessors across the state attended. While I
felt this certainly improved relations, hopefully made them feel more valued and
confident, and enabled them to implement the new processes, it is difficult to show that it
made any difference to their assessment standards or affected the student results.
In a well-structured investigation of the effect of intensive training, Cook and
colleagues (2009), were unable to show any lasting improvement in inter assessor
reliability, though the assessors did feel more confident and the inflated marks came
down a little. Other authors have suggested that the minimal effect of training on medical
assessors may be due to their reluctance to change their style of assessment, even with
feedback graphs similar to those used for OSCE assessors at UOW (Crossley et al., 2019,
and Elder at al., 2005).
4)

Do process changes that respect assessor perspectives impact on WBA results?
As there were no real changes to the WBA process for Phases 2 and 4, there was little

impact for those assessors. However, for the Phase 3 assessors, not having to give
summative assessment results face to face to the student, definitely had an impact
(Chapter 7.2). The overinflation of student results was gone (Fig. 7.1). The supervisors
awarding the summative grades were still encouraged to give the student some feedback
on their overall progress even though the actual grade was conveyed by the Moodle
system. It is notable that apart from the Satisfactory with Recommendations grade
uptake, there was little change in the failure to fail phenomenon. A few of the supervisors
at interview had stated that if they ever did fail a student, they would want to tell the
student directly why they had done so. However, the majority of the interviewees did not
concur with this sentiment, and were happy for poor results to be conveyed online, and
then discussed at a later date, usually with the assistance of the Phase 3 Chair as well.
It is however, important to note that some of these Phase 3 assessors had a small
amount of training (as discussed above) and that summative assessment was removed
from the Mentor relationship (discussed in the next section). These two interventions,
which occurred simultaneously, clearly may have also contributed to the results.
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5)

Do clinical assessors see themselves as too lenient?
Tweed and Ingham (2010), demonstrated that assessors lose confidence the closer

they get to the borderline mark and are more likely to mark the student up if they are
uncertain. They described this effect in OSCE assessments, and it would seem to be even
more marked in WBA due to the difficulty of not having detailed marking guides for
standardised assessments (Chapter 3.2). The face to face delivery of WBA results then
compounds the issue even further if the assessor is uncertain.
Another contrast between OSCE and WBA assessors was noted in the degree to which
they felt valued. While OSCE assessors surveyed clearly enjoyed the public kudos of the
day, WBA assessors seemed to feel ‘out of sight and out of mind’. In their response to the
statement “I feel respected by the medical school for assessing”, 93% of OSCE assessors
agreed compared with only 54% of WBA assessors (Table 4.14).
WBA assessors complained that WBA took a large amount of their time, even though
in terms of total hours per year, it was considerably less than OSCE assessors donate per
year (Chapter 4). No OSCE assessors complained about the amount of their time OSCE
assessment took. This almost certainly reflects the fact that OSCE assessors donate that
time in a large chunk on a Saturday, whereas for WBA assessors it comes in frequent small
amounts carved out of their working day. This is therefore perceived to be more of an
intrusion on their time than it actually is.
Another interesting contrast between these two groups of assessors related to how
difficult they found it to fail a poor performance. When asked in their surveys, 23% of
WBA assessors agreed they found it hard to fail a student at WBA, while only 8% of OSCE
assessors agreed with the statement (Table 4.14). Why is this so? In the OSCE, the
assessor is often unknown to the student and is not providing the grade back to the
student face to face. The individual OSCE station grade will contribute to, but not decide,
the overall pass/fail of the OSCE. So the OSCE assessor experiences more anonymity with
regard to the student in the decision-making process. They also do not usually have to go
back to work with the student the next day. These aspects, coupled with more clearly
defined mark criteria, makes it easier to fail a poor performance.
By contrast, the WBA assessor is directly involved in providing the grade face to face
with the student and finds it hard to be individually accountable for giving a negative
result. Less clear guidelines on what constitutes a fail increases the difficulty and lack of
confidence. This suggests that while assessors perceived both assessments as summative,
it is the differing process with regard to face to face result delivery that makes it easier for
them to fail the student.
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It was also fascinating to discover that assessors in general think they are more
stringent than they in fact are. In the survey of OSCE assessors, all those who said they
were surprised at where they ranked on their feedback graphs, commented that they had
thought they were more stringent than the graph showed (Fig. 4.1). This belief was also
noted with the WBA assessors when I showed them the table (Table 2.4) of aggregated
WBA results for preceding years, which they themselves had awarded students. This table
showed 60-70% of all WBA being rated as ‘Excellent’, and 0% as ‘Unsatisfactory’. I showed
this table to small groups of assessors nearly 40 times and had the same response every
time. They pronounced the results to be ‘ridiculous’ and initially denied that it was they
who gave the high grades. They all insisted they had failed ‘somebody sometime’. But
over the next few minutes, they would reflect and gradually admit that that was the way
they marked and that the results reflected their leniency (Author’s Field Notes July- Sept
2017). So WBA and OSCE assessors do not see themselves as lenient unless it is
graphically pointed out to them.
8.4 The Mentor Relationship:
Hypothesis: That the mentor relationship with the student makes objective
assessment difficult, and having to deliver results face to face increases the difficulty.
Aim: To determine the benefits and ramifications of the mentor relationship for
learning and assessment in the workplace.
Does quarantining the relationship from summative WBA result in improved
efficacy of WBA results?
In addition to the issues described above for WBA assessors, many assessors were also
in the situation of being the student’s preceptor. Preceptor/student relationships in
workplace settings can last from one day up to twelve months (Birden et al. 2016). The
Longitudinal Integrated Clerkship model employed in Phase 3 of the UOW program is
twelve months and the interviews indicated that the mentor relationship between
preceptor and student that usually developed had an extra effect on WBA result efficacy
(Chapter 5.5). It seemed to make it even harder to award grades impartially, although
assessors at interview (all of whom were from Phase 3) insisted it did not make it difficult
to detect the underperforming student, but rather made it hard to fail them face to face,
and go on working with them (Chapter 5.5).
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1) What are the benefits of the mentor relationship for learning in the workplace?
The mentor relationship that develops between the preceptor and their student was
seen by assessors as both personally rewarding and very important for student learning.
They saw it as more important than ‘reliable’ grades in WBA for the university. Assessors
transferred some of their ‘caring’ skills for patients, to the student in this relationship.
They claimed that workplace learning has the dual purpose of enabling the student to
acquire relevant skills for the profession, and simultaneously develop their professional
identity (Chapter 5.5). However, the very forces that make the mentor relationship
powerful for learning the ‘art and craft of medicine’, can also work against summative
WBA. As this is a relationship enjoyed by both preceptor and student, negative feedback
was often perceived as threatening that relationship, and this added to the difficulty in
giving negative feedback or poor grades in summative assessment.
2) What are the ramifications of the mentor relationship for WBA?
The mentor relationship rendered it ‘too hard’ to fail a student face to face in
summative assessment, according to the interviewees (Chapter 5.5). The aspect that was
most clear from the interviews, was that a system that asked them to fail their own
student (if underperforming) face to face, had no respect for, or understanding of, the
mentor relationship. It was simply ‘too hard’ and did not respect their expertise and ‘what
we are good at’. Many commented feeling conflicted when trying to be a teacher/mentor
to the student while simultaneously being asked to be an assessor/judge. Assessors
admitted in the interviews that this not only made it virtually impossible to fail their
student, it also meant they were more inclined to give an ‘Excellent’ grade. Conversely,
Phase 3 WBA assessors responded in the survey taken after the changes had been
implemented by indicating an improvement in the degree to which they felt valued by the
university (Chapter 73). The assessors themselves said this was largely due their expertise
being respected by ‘being used for what they were good at’, and enabling them to focus
on teaching and learning in the workplace.
Doctors have been trained to support and encourage their patients and when they are
in the ‘teacher’ role, they transfer some of those automatic doctor/patient skills to the
doctor/student relationship. Perhaps asking a doctor to fail a student they have been
mentoring and teaching, is actually creating a professional identity issue for the doctor
because they feel they are not ‘supporting and encouraging’ the student’s learning
(Yepes-Rios et al. 2016)? Some struggle with this concept (personal discussions with non164

clinical colleagues). The medical professional is trained to act in the best interest of their
patient (& student). It is difficult to break bad news to a patient, even though trained to
do so, but the doctor will do it because they believe it is in the patient’s best interest to
know. If a preceptor however, feels that failing a student: is not in the student’s best
interest; or that the purpose of the assessment should be to teach not judge; or that a
negative result may damage the integrity of the important mentor relationship; then they
may choose not to ‘fail’ a poor performance (Fraser 2016).
3) What are the results of quarantining the relationship from summative WBA?
In the trial of WBA described in this thesis, a separation of the roles of preceptor/
mentor and supervisor/judge was implemented by the Phase 3 committee. This required
and encouraged confidential reporting by the preceptor to the supervising RAL on the
student’s progress. The supervisors then used this confidential narrative, along with other
pieces of evidence, to decide the grades for the Summative SPR. The aim was to respect
the importance of the mentor relationship, increase learning, and reduce student
pressure for higher grades. While most of the assessors (87%) were happier with the new
arrangement and the majority felt the results were more realistic, students reported
some discontent regarding the indirect feedback on the summative SPR.
The summative WBA grades awarded in Phase 3 following the change in the process
certainly indicated a reduction in leniency that was not seen in Phases 2 and 4, where
there were no process changes (Chapter 7.2). However, the study design does not enable
us to say whether this was due to: the removal of the ‘face to face’ delivery of results; the
removal of summative assessment from the mentor relationship; or possibly as a result of
some WBA assessors receiving some training; or the combination of interventions.
4) Did preceptor’s confidential narratives on student progress increase WBA efficacy?
WBA assessors stressed they could see when there was a problem with a student, and
said they wanted to be able to report to the school confidentially, but felt they had no
encouragement or process to enable them to do so (Chapter 5).
The ability to report on the student confidentially enabled assessors to notify
supervising RALs of problems, but was a cause of concern to a few students, and may
have placed strain on the mentor relationship with their preceptor. It needs to be noted
that preceptors took a while to understand the use and potential benefits of the
confidential narrative reports on their student’s progress. Over time, many began to
provide very useful information for the supervising RALs, especially if there was a problem
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developing, though some noted that if the student was progressing well they really had
little to report. Other preceptors preferred to have a phone interview with the RAL at the
end of the quarter to give them an update on student progress. However, the problem
here is that then there is no ‘paper trail’ should it be needed. It is difficult to provide data
showing that POSP forms alone made any difference to the efficacy of results although
anecdotally, they helped with difficult decisions regarding some struggling students
(Assessment Committee notes – Author’s Field Notes June 2019).
8.5 The Assessment Mark Sheet:
Hypothesis: That assessors inflate WBA grades because they find the mark sheets difficult
to understand and use, and they are uncertain of the standards expected.
Aim: To ascertain what effect the type and wording of the mark sheet has on WBA results
and what alterations have been shown to improve results.
To determine what assessors feel would make the mark sheets easier to use and to
trial their suggestions.
Whenever an attempt is made to improve the interrater reliability of an assessment
instrument, attention often focusses first on the mark sheet (Berendonk et al. 2013, Sadler
2014). When commencing this research however, it was evident that our mark sheets did
need some attention and upgrading. They consisted of tick boxes and encouraged minimal
engagement or comment by assessors. They were all graded using ‘Unsatisfactory,
Satisfactory or Excellent’ grades.
1) Did our assessors find the mark sheets difficult to use?
In the initial survey and interviews, our assessors did not indicate that they found the
existing mark sheets difficult to use or understand. However, many indicated that at times
they felt uncertain with regard to the expected standards to assess by, and there were
numerous complaints in the interviews about the paucity of grades and their descriptors
(Chapter 5.6). The interviewees attributed part of the inflation of results to these
problems.
2) What changes did we trial and what were the results?
a. CEX mark sheet for formative assessment only
Assessors at interview were quick to point out that if they were providing feedback on
summative WBA, they noticed that students appeared to pay little real attention to the
166

feedback – they seemed to be just waiting to know the grade (Chapter 5.3). Many saw
student learning as a continuum, and felt that WBA conducted along the way should not
be for pass/fail decisions, but for learning. For this reason, we changed the formative CEX
mark sheets to contain no grading but rather to focus the assessor’s feedback to help the
students to improve. Providing constructive feedback in written form does take more
time and effort than just ticking a box, and a few preceptors complained, but the majority
made an attempt to provide better quality feedback. None complained about not having
to do Summative CEXs.
b. Narrative descriptions from preceptors (POSP forms)
If summative assessment is removed from the mentor relationship between preceptor
and student, but the preceptor is the one spending most time with the student, there
needed to be some way of accessing the preceptor’s opinion of progress (Duitsman et al.
2019). We asked the Phase 3 preceptors to complete a Preceptor Observations of Student
Performance (POSP) form each quarter.
For Phase 3, the difficulties revolved more around helping preceptors to see the
relevance of the POSP forms, and improving engagement with them. The participation
rate in completing these forms gradually increased over the first year as more and more
preceptors began to see the purpose. By June 2018, 75% of all preceptors were
completing POSP forms, and 60% of these had some high-quality reflective comments on
the student’s learning and performance, which were extremely helpful. Many younger
GPs engaged with the POSP digitally and their comments were both greater in quantity
and better in quality (more reflective) overall (Author’s Field notes Nov 2018 – comments
from the Phase 3 Chair). It was noted that although the POSP forms completed by the
preceptor took more time, the information gained when done well, was very useful to the
supervisor/RAL.
Some pockets of resistance to the use of the POSP persisted. For the POSP to work
there needs to be trust and a good working relationship between the preceptor and the
RAL. On a couple of occasions, it was also noted that RALs overrode preceptor warnings
and graded a student as ‘Satisfactory’, when the preceptor had described some problem
that clearly warranted a ‘Satisfactory with Recommendations’ grade (Author’s Field Notes
Nov 2018 – Phase 3 Committee meeting). This devalued the POSP and undermined the
efforts of the preceptors to give the RAL a clear picture of student progress.
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c. Summative SPRs informed by multiple sources
In the Phase 3 WBA trialled at UOW, the summative SPR was completed by the
supervising RAL, and decisions were informed by a number of sources including the POSP
form. This consisted of narrative comments and the EPA grid completed by the preceptor
on the student. The RAL also gained information from others who had also had contact
with the student during the quarter, such as Case Based Learning tutors, etc.
d. Use of Clinical Language and EPAs
The language of the mark sheet is important and has an impact on how assessors
interpret and use the grades in summative assessment. In the case of UOW assessment,
there was a strong dislike in the interviews for the term ‘Satisfactory’, because of
connotations implying a ‘borderline pass’. WBA assessors also found the lack of clear
marking guidelines on expected standards problematic. They struggled with trying to
grade the student with the ‘Unsatisfactory/ Satisfactory/ Excellent’ grading system
(Chapter 5.6).
With increasing evidence for the use of entrustment language in medical training, a
student EPA grid (Table 6.3) was developed for WBA. All phases implemented the use of
this grid although there was some variation in when it was used within the WBA process
for each Phase. While the students seemed to have some difficulty in understanding it,
the clinicians did not, with 81% of assessors finding the descriptors were clear (compared
with only 52% prior to the changes, Chapter 7.3).
e. Introduction of the ‘Satisfactory with Recommendations’ (conditional pass) grade
In both surveys and interviews, assessors had requested more grades to choose from
(Chapter 5.6). It was decided to try a ‘Satisfactory with Recommendation’ (SR) grade,
which allowed assessors to indicate a struggling student without having to fail them
(Chapter 6.4). This aimed to respect assessor desires to identify and support struggling
students while finding it too hard to fail them. Wilkinson and colleagues (2011),
introduced this in their course and found that approximately 4% of trainees were
awarded this grade, enabling those thus identified to have more support or intervention
at an earlier stage.
All three Phases at UOW introduced this grade, known as the ‘Satisfactory with
Recommendations’ (for improvement in specified issues). Phase 2 and 4 supervisors were
slow to pick up on the use of the grade but by the end of the trial approximately 2% of
students were being awarded this grade for an SPR, and receiving remediation (Fig. 7.1).
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Phase 3 supervisors commenced using this grade in their SPRs almost immediately,
possibly due to the training that was available to Phase 3 assessors at the start. By the end
of the first year, Phase 3 was averaging 3.5-5% of students scoring the ‘SR’ grade and
receiving remediation for the issue (Table 7.2). This did seem to enable the identification
of some problems early without the need to ‘fail’ the student. Whether this is due to the
concept allowing everyone to ‘save face’ or simply to the supervisor RALs not having the
close mentor relationship with the student is difficult to tell.
With the addition of the SR grade approximately half the supervisors were happy with
four grades (Chapter 7.3). In the second year of the trial, however, Phase 3 opted to trial a
five-grade system described in Chapter 6.6. Many assessors had a slight preference for
this five-grade system, not just because of the greater choice but more because it did not
use the ‘Satisfactory’ word. It did not however, seem to make much difference to the
results compared with the four grade system.
Overall, upgrading the mark sheets to use entrustment language to describe the
performance standards, and providing more grades to allow the SR grade, pleased the
assessors and they reported this as easier to use. These changes, which were made across
all Phases do not appear to have contributed to addressing the hyperinflation issues as
that only occurred in Phase 3, where the WBA process was also changed and the POSP
form introduced. Despite a number of changes to the wording and design of the mark
sheet, it should be noted that the results still indicated a failure to fail, although the SR
grade did enable some struggling students to be identified early.
8.6 The Student:
Hypothesis: That student perceptions of the purpose and usefulness of WBA affects their
behaviour in the WBA process, and in turn the result of the assessment.
Aim: To determine whether student perceptions of the purpose of WBA does affect their
behaviour in WBA and the impact of this on the WBA results.
If needed, could a change of purpose or process of the WBA change behaviour and
improve efficacy?
The literature suggested that the way medical students learn to use WBA has a lasting
effect on the way they continue to use WBA for post graduate training (Patel et al. 2016,
Mitchell et al. 2013). It is important therefore, that we teach students how to use WBA
well for their learning. It was important in this research to ascertain how student
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behaviour and use of WBA affected the results, and whether the changes trialled created
other benefits for students apart from more ‘realistic’ results.
1) Does student perception of the purpose of WBA affect their behaviour?
Our surveys and interviews of WBA assessors, as well as surveys of the students
themselves, confirmed that some students ‘game the system’ in an effort to gain good
grades in summative WBA (Chapters 4.2 and 7.4). Not only do they choose easy subjects
for assessment, they ‘cherry pick’ assessors they think will be favourably disposed
towards them, and they apply pressure on the assessors to get the desired grade. This
was the case even if the actual assessment item was only a small part of the overall
summative WBA program.
Our assessors felt strongly that WBA should be about helping students learn and
develop skills through feedback, rather than an assessment of competence (Chapter 5.4).
Al Kadri and colleagues (2011), demonstrated that not only do students also prefer this,
but that formative assessment with feedback produced the most powerful effect on
student progress.
Our assessors also felt that formative assessment not only encouraged students to
identify and work on their weaknesses, it also enabled the mentor/teacher to identify and
work with a student on areas individually identified as needing assistance. Additionally
our WBA assessors wanted students to take more responsibility for driving the whole
assessment process, and identifying their specific learning needs.
2) Does student behaviour during WBA affect the results?
In both the surveys, and especially the interviews, our assessors indicated that the way
students behaved in summative WBA certainly affected the results (Chapter 5.7). They
agreed that the behaviours described above gain elevated grades for some students. They
also described being pressured and even threatened on occasions by students wanting
higher grades. Students who were defensive in response to feedback could also make the
whole process unpleasant. Due to this, some supervisors interviewed admitted to ‘rolling
over’ and just awarding ‘Excellents’ even when they knew the student did not deserve
that grade.
3) Did our changes in the WBA process change student behaviour?
There was no real change of process for the Phase 2 and Phase 4 students and as
previously noted, little change in WBA results (Chapter 7.2). However for the Phase 3
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students, there were a couple of changes in process implemented which did change
student behaviour.
a.

Phase 3 decided to make all CEXs became formative, with both students and
preceptors being encouraged to use these for feedback to improve student
learning. In Phase 3, the SPRs remained the summative component.

b.

Phase 3 embraced the suggestion regarding asking students to develop their own
Student Learning Needs Plans (SLNPs) to articulate their learning needs at the
start of each block/quarter. Students were also encouraged to take more
responsibility for driving the assessment to address their needs.

The effect of these two innovations for the students in Phase 3 became gradually
apparent over the first six months of the trial. Some students immediately began to use
the SLNPs to define and direct what they wanted to learn that quarter, and took the lead
in discussing this with their preceptor (Chapter 7.4). Most of the other students followed
suit over time, but a number of RALs commented that the poorer students, who struggled
with self-directed learning and insight, struggled to learn to use this tool (Author’s field
notes June 2019).
Similarly, as indicated in the student survey comments, students began to ask for CEXs
on subjects or skills where they knew they needed to improve, and many did twice the
number of required CEXs required (Chapter 7.4). Again, some students were slow to learn
to drive the assessment process and to use it for their learning. By the end of the two-year
trial period however, it seemed there had been a clear shift in the way students were
using their WBA in Phase 3, based on comments in their 2019 surveys.
In their survey after the trial, 60% of WBA preceptors agreed that the new SLNPs
helped them direct their teaching for their student, and 86% agreed that the CEXs being
formative enabled them to give more useful feedback to the students (Chapter 7.3). Only
20% found ‘constructive’ feedback difficult in the formative setting. Prior to the changes,
when the CEXs had a summative component, 23% had admitted it was difficult to give
negative feedback, rising to 56% if the student became defensive, and 12% had admitted
they had felt threatened by students when giving feedback under the previous system
(Chapter 4.2).
Students also commented on the ‘learning’ aspect in their 2019 survey:
“I got a lot more out of identifying weaknesses myself and seeking help on these
specific items from my supervisors. This was more beneficial to improving my clinical
skills and reasoning.”
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Despite the above comments, it is worth noting though, that overall there was no
improvement in the student survey responses concerning how helpful the students rated
their WBA for learning, or how useful they found the feedback (Chapter 7.4). Just over
50% before and after the change rated these positively. This would suggest that making
the CEXs all formative did not necessarily improve the quality of the feedback, and may
imply that assessors may think the quality of their feedback is better than it actually is. It
is also possible that students have an unrealistic expectation of feedback, or need training
to appreciate it and be able to utilise it well.
There have always been student complaints at committee meetings about the
difference between what the students felt was ‘glowing’ feedback regarding their
performance in WBA, and then their disappointment when the grade awarded was just a
‘Satisfactory’. This problem did not appear to change much following the new process and
likely represents either the student hearing what they want to hear, and/or the assessor
avoiding ‘negative’ feedback because it is hard to be unpleasant to the student.
The response to the SLNPs has been watched with interest by senior faculty across
Phases 2 and 4. There are now discussions underway regarding implementing something
similar in these Phases in the coming year. However, the subject of making all CEXs
formative is still a contentious one in the hospital-based Phases. There are perceived
mixed motives among senior faculty regarding the use of formative CEXs. As one of our
most senior faculty members expressed it in the 2019 interviews: “It is unclear whether
we are using the formative CEXs for the benefit of student teaching, or as a measure of
student engagement in the course, and hence of professionalism”.
This research confirmed that summative WBA does affect student behaviour and cause
them to strategically use WBA to gain high grades, rather than improve their learning.
Making CEXs formative and designed to focus on feedback for learning, and encouraging
students to take responsibility for their learning, does change the focus and change
student behaviour. Assessors now report students using WBA to enhance their learning,
and although students still seek more feedback, there is early evidence students are
starting to make better use of feedback opportunities.
8.7 Reflections on the results
What innovations yielded results?
The difficulty of undertaking research such as this where a number of potentially
confounding changes were made simultaneously, is that it can be difficult to pinpoint
which of the changes had the major effect on the result. However, the major difference
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between Phase 3 and the other two Phases was the change in the process of the WBA
involving: the separation of the mentor/preceptor role and the supervisor/assessor role;
and the delivery of summative results later online rather than face to face. These changes
seemed to have had the most profound effect on the over inflated student results.
The introduction of the ‘Satisfactory with Recommendations’ grade may have enabled
assessors to identify the struggling student in the summative SPR while not having to fail
them. It took a little while for assessors to have the confidence to use this grade, but once
they were using it, it seemed to negate to some extent the aversion assessors had to the
word ‘Satisfactory’.
The introduction of the POSP forms to get confidential information on the student
progress from the preceptor was mostly but not completely successful. It worked
extremely well in some hubs but not all. The quality of comments, in terms of their
reflective depth, improved over the two years of the trial.
Which innovations did not appear to change efficacy of results?
There was extensive discussion at Phase committee meetings regarding the wording of
the mark sheets. All phases changed the mark sheets to use entrustment language to
grade the student, and the clinically worded EPA grid criteria to gauge progress. However,
although the clinicians liked the wording and found it easy to use, the change appeared to
have had little effect on the overinflated results and the failure to fail in Phases 2 and 4.
The assessor training delivered in the hubs during my fieldwork tour was well received
and was a great opportunity to meet the clinical assessors and endorse the importance of
their role. Overall about 65% of Phase 3 preceptors attended a training session on the
processes and purpose of the new WBA. This training took approximately 30mins as that
was the time made available by the assessors. This may have had some effect in making
assessors feel valued and more confident, but it is impossible to tell whether it was
enough to change assessor behaviour or affect results.
Who was or wasn’t happier?
Overall, the WBA assessors were happier though there are still areas to work on. The
faculty was also happier with the results and felt they were more defensible, however
they too feel there is more work to be done to achieve more reliable WBA. The group who
were not happier with the new WBA, were the students. In the case of Phase 2 students,
this is to be expected as very little had changed for them. For the Phase 3 students
however, even though they began to use the WBA to enhance self-directed learning, they
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were not happy about the confidential POSP reports being sent to the RAL (Phase 3
Committee meeting on 23/5/19). This seemed to flavour the surveys and may have
caused the overall slightly negative responses.
Were the themes from the assessor interviews successfully addressed?
The difficulty failing the student and/or giving negative feedback face to face, and the
impact of the mentor relationship have been discussed above as they were major themes
and addressing them had effect. The focus on WBA in the Phase committees resulting
from the changes and this research, did have the effect, at least temporarily, of
encouraging faculty to rethink the importance of teaching and assessing in the workplace.
The contrast between changing the process of assessment versus changing the language
of the mark sheet, was demonstrated neatly because Phase 3 did both, whereas Phases 2
and 4 only changed the latter, with minimal results. The theme of WBA assessors feeling
undervalued by the institution was partially addressed in Phase 3 by my hub tour, and the
effort to respect their mentor relationship with the student. This is probably insufficient
to reverse their feeling undervalued in the long term. The effect of summative assessment
on student behaviour, confirmed by assessors and students alike, was addressed at least
for preceptors in Phase 3 by making the CEXs all formative. Whether this had any roll-on
effect on students’ behaviour in summative WBA was impossible to tell from the data.
There has been considerable development in my understanding of the problems
around WBA through this research. I have tried to encapsulate these changes as this
research has proceeded, using the progressive versions of the conceptual framework. The
figure is used to illustrate the complex interrelationship of various contributing factors,
and their relative importance, as it appeared at various stages of the research. However,
all five components were definitely seen as having some impact on the problem in all
contributions to the data collection. I have attempted to summarise this below.
1. The first version in Fig 1.1,
suggested there were five
components causing the
problem of elevated grades and
the failure to fail, and these
were depicted as being of equal
Fig. 1.1

value or weight.
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2. The next iteration of the
framework in Fig 3.4 attempts to
depict the emphasis in the
literature on the assessor, and the
mark sheet design and language,
as the major contributors to
Fig. 3.4

inflated WBA results.

3. Following the surveys and
interviews of our experienced
WBA assessors, the framework
had further evolved. Fig 5.3 shows
that assessors clearly put the
emphasis on the WBA process
(designed by the institution) of
Fig. 5.3

having to give summative results
face to face. They also indicated that summative WBA within the

mentor relationship made this even more difficult and was not making good use of
the relationship for teaching and learning
4. Following the trial of WBA implemented at UOW in 2017 – 2019, the results
confirmed that the biggest
improvement in efficacy
occurred when summative WBA
was not conducted within the
mentor relationship, and the
summative WBA results were
Fig. 8.1
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not given face to face Fig.8.1.

CHAPTER 9 Discussion, Conclusions, Limitations,
and Future Directions

Plate 9.1: Forbes District Hospital. This old section is still in use.
Orange/Forbes Hub
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9.1 Conclusions - introduction
This research set out to explore the phenomenon of the ‘failure to fail’ in WBA. This is
characterised by inflated WBA marks generally, and a marked reluctance to fail even
when the assessor is aware the performance is below standard. The problem is well
documented in the literature (Crossley and Jolly 2012, Dudek et al 2005, Gilberthorpe et
al. 2016, Lee et al. 2019, McQueen et al. 2016, Yepes-Rios et al. 2016).
Research in the field has generated a number of theories regarding the possible causes
including: assessor error (Royal and Hecker 2016), lack of assessor training (Kogan et al.
2015), mark sheet design (Crossley et al. 2011), mark sheet language (ten Cate 2013),
mark sheet grades (Wilkinson et al. 2011, White and Fantone 2012), and the system which
makes it hard for the failing student to exit the course gracefully (Bellini et al. 2019). Some
of these theories have been tested in the live workplace setting with changes in WBA
implemented and tested. Some have demonstrated improvement in results, such as the
use of clinical entrustment language in the mark sheets to set expected standards (ten
Cate 2013), and the introduction of a ‘conditional pass’ grade to define the struggling
student without having to fail (Wilkinson et al. 2011). Other researchers have
demonstrated the value in using narrative rather than tick boxes to describe student
performance (Gilberthorpe et al. 2016), and enabling confidential observations to be
passed from preceptors to senior supervisors/faculty (Duistman et al, 2019). In contrast
there has been little success in demonstrating any lasting benefits from assessor
calibration training (Kogan et al, 2015).
The clinical assessor is seen as crucial to the problem by many and Yepes-Rios and
colleagues (2016) in their systematic review of 28 papers on clinical assessors, identified
35 reasons why clinical assessors say they find it difficult to fail an underperforming
student. This research began therefore by viewing the problem through the lens of the
clinical assessor. The intention was to determine whether dealing with the difficulties they
defined could improve the efficacy or usefulness of WBA, and WBA results for all
stakeholders: assessors, students, and the training institution.
The problem of the failure to fail was conceptualised as multifactorial both in cause
and in effect. The conceptual framework was used throughout the research and this
thesis to both structure the method, and summarise the findings as described in Chapter
8. In response to the issues our assessors raised in surveys and at interviews (described in
Chapters 4 and 5), a number of changes in our WBA program were implemented (Chapter
6). Some of those changes had been trialled by other researchers, referred to above, and
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shown to be successful. Our trial replicated some of the success that others have seen
(outlined in Chapters 7 and 8). However, there were two changes made to our WBA
program following the suggestions of our assessors that did not appear to have been
trialled before in the live WBA setting:
1. Remove summative assessment from the mentor relationship.
2. Summative WBA results not delivered face to face by assessor to student.
The implementation of these changes also involved providing a way of confidentially
reporting concerns re a student to senior supervisors, and encouraging students to take
more responsibility for their learning and assessment. The results of this trial (outlined in
Chapters 7) demonstrated a marked reduction in the over-inflation of WBA results in the
Phase in which these changes were implemented.
In section 9.2 of this chapter, the contribution to existing knowledge and the potential
applications of these findings are discussed. Section 9.3 examines the suitability of the
research design, while 9.4 notes the difficulties experienced in undertaking this research.
Section 9.5 discusses the questions that either did not get answered or arose as a result of
the research. These determine suggestions for the direction of future research. Finally,
Section 9.6 summarises my personal ‘take home messages’.
9.2 Contribution to knowledge and the potential applications
The contribution that this research makes to the body of knowledge as a whole results
from the two process changes implemented in the Phase 3 WBA:
•

The mentor relationship between preceptor and student that particularly develops
in long term integrated clerkships, was used for teaching and learning. Only
formative CEXs were conducted by mentors and these were not graded.

•

Students were provided with verbal feedback by supervisors but no assessment
grades were delivered face to face to the student – all summative SPR grades were
conveyed later via the usual online grade book as for all other assessments.

The Phase 3 results demonstrated a marked improvement in the overinflation problem
with the results, whereas the other two Phases demonstrated only very minor
improvements. Phase 3 assessors were happier with the process and felt more valued
than before the changes. Student behaviour in Phase 3 began to change with students
themselves admitting they were using their WBA differently to enhance their learning.
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While all assessors and the institution were happy with the ‘Satisfactory with
Recommendation’ grade, and the modification of the mark sheet to include entrustment
language, senior faculty were particularly interested in the results demonstrated by the
Phase 3 process changes. Using WBA assessor expertise for what they say they are ‘good
at’, and in the way they want, does improve some of the components of WBA efficacy.
While the results of this research demonstrated a marked reduction in the overinflated
grades as a result of these two process changes outlined above, it is difficult to distinguish
which of the two aspects is most significant in the failure to fail phenomenon. It is also
recognised that some of the other interventions implemented would possibly have
contributed some effect to these results as well. However, it is important to take a few
moments now to reflect on why these changes had the impact they did, as part of the
Design-Based Research evaluation method (Hoadley et al. 2003).
The mentor relationship which often develops over time between the student and
their preceptor is a time honoured approach for medical education in the workplace
setting (Nilsson et al. 2010). Others have described both its power for teaching, and the
stress created by summative assessment within that relationship (Pugh and Hatala 2016,
Fraser 2016). The interviewee opinions reported in this research concur, and as
highlighted in Chapter 8, our assessors felt that to ask them to assess and fail their own
student was simply ‘too hard’ and ‘not what they were good at’.
However, the strength of the mentor relationship varies considerably from program to
program. In some cases, the student is only attached to a preceptor for a few days or
weeks, and contact is relatively minimal (as in the case of our Phase 2 students on five
week hospital rotations). In other cases, the attachment may be for 12 months and
involves working quite closely together (as in our Phase 3 Longitudinal Integrated
Clerkship). Theoretically at least, it could be argued that the longer the attachment, the
closer the mentor relationship, and the greater the impact on the WBA. Perhaps the
success of our Phase 3 results is a function of the depth of the mentor relationship that
often develops in our program? However, if this were the case, we might expect that prior
to the implemented changes in WBA, the Phase 3 WBA results would more inflated than
either the Phase 2 or Phase 4 results, which have much shorter and less intense mentor
relationships. However, on reviewing the results in Table 2.4 for 2016, the problem of
over-inflation of results is roughly the same for all three Phases (‘Excellents’ for WBA:
Phase 2 - 50%, Phase 3 - 60% and Phase 4 - 65%).
So perhaps it is having to give results face to face that is the more important factor in
the failure to fail? This is supported in the literature with the face to face nature of WBA
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identified as one of the factors that impact on clinical assessors failing to fail struggling
students (Yepes-Rios et al. 2016, and Colletti 2000). This was particularly pronounced in
students with poorer clinical performance (Colletti 2000). The clinical assessors at
interview were clear about the pressure this creates, and the comparison between WBA
and OSCE assessor surveys on this question (Table 4.14) succinctly points out how much
easier assessors find it to fail a poor performance in the relative anonymity of the OSCE
setting.
So giving results face to face appears to contribute in a major way to elevated grades
and probably this is further compounded by the relationship between assessor and
student within a mentor setting. Respecting this mentor relationship allows WBA to be
used as assessment for learning within that relationship.
Potential applications
Although the work for this research was conducted in undergraduate medical training
in one small rural medical school, many of the problems with WBA are common to other
medical schools and post graduate training colleges. Veterinary Science, Dentistry,
Nursing and other allied health professions also utilise WBA to assess senior students.
WBA processes shown to improve assessor engagement and WBA efficacy also have
potential application in these fields. These processes trialled by UOW could be
‘translatable’ for use by others using workplace-based learning.
For UOW, the results demonstrated in Phase 3 in the first two years of the new WBA
processes, have created great interest in members of Phase 2 and 4 committees. Phase 2
committee is discussing the idea of making all face to face assessment formative in 20202021, and both Phases 2 and 4 are increasing use of the ‘Satisfactory with
Recommendations’ grade, and planning to introduce student learning needs plans.
Other medical schools in Australia have also shown interest in our preliminary results.
UOW is not the only school who struggles with WBA grades. When I presented at the
ANZAHPE conference in July 2019, on whether WBA was possible within the mentor
relationship, the seminar room was packed with people from other medical and allied
health schools who wanted to explore this question.
WBA is used extensively in the post graduate setting, especially in ongoing junior
doctor training. Not only will some of the principles from this research be applicable in
post graduate training, but it is also worth remembering that the literature has shown
that the way undergraduates learn to use WBA for their learning, will determine how they
go on to use it in the post graduate setting (Patel et al., 2016).
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As De Vos and colleagues (2019) demonstrated, issues with WBA in both under and
post graduate training, extend far beyond the Health sector. Their research, undertaken in
the fields of Education, Structural Engineering and Art, also demonstrated similar issues
with mentor relationships in the workplace. Aspects of the findings outlined in this thesis
will have application in many fields.
9.3 Appropriateness of research design
The conceptual framework for this research defined five contributing aspects to the
problem of inflated WBA results. It was apparent they interrelate and all have an effect on
WBA efficacy (Chapter 8). In this research, some changes to the WBA process were
implemented in addition to redesign of mark sheets and grades. This was trialled in an
established training program and demonstrated improvement in WBA results and, to a
lesser extent, some improved efficacy for all stakeholders. It is impossible however, to
dissect out the relative contributions or effects of each component.
The difficulty even at the start, was how ‘WBA efficacy’ could be measured. As
described in Chapter 1, students WBA grades were compared to their OSCE grades in the
same year and this gave some indication of the rates of inflation and failure to fail. The
opinions of assessors themselves, students, and the institution (senior faculty), were
sought before and after the changes in order to ‘measure’ WBA efficacy. In the absence of
good psychometrics for WBA, these were the best options. However, it is worth noting
that surveys in themselves are largely subjective estimates of efficacy.
Design Based Research (DBR) was the methodology chosen to investigate the aims of
this research. This method takes place through cycles of design and development,
implementation, evaluation, and redesign (Hoadley et al. 2003). DBR is used in the real
‘authentic’ setting and this was suitable for a trial of assessment changes conducted in live
clinical placements. According to the authors, DBR requires objectivity and they admit that
this is often difficult as the researchers can find themselves being both advocates and
critics of the intervention. In a note on reflexivity in Chapter 2.5 of this thesis, I described
my efforts to remain as objective as possible, to ensure the results could be ‘translated’ for
use in other contexts.
This mixed method design of the research addressed all the hypotheses with mixed
results, and it was successful in achieving most, though not all, of the initial aims. Does
increased incorporation of assessor expertise improve WBA efficacy? The answer is a
qualified ‘yes’, depending on which stakeholder viewpoint we are looking from. Designing
the WBA to suit assessors as well as students and institutions does utilise assessor
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expertise better, and validating their role does appear to improve their engagement with
the process. The student grades were more ‘realistic’, less inflated, and more useful to the
institution in the eyes of senior faculty.
9.4 Difficulties and Limitations
There were a number of difficulties encountered during the process of this research
which may have impacted on the results and created limitations in its applicability.
The context in which the WBA was conducted
This has an effect on the way both assessors and students approach the assessment
(Lee et al., 2019). Community practice (Phase 3) is a different learning environment
compared with hospital practice (Phases 2 and 4). For UOW students, the WBA assessors
in the community tended to be senior experienced general practitioners, whereas in the
teaching hospitals, the teachers and assessors were usually less experienced junior
doctors. The question has to be asked as to whether the difference in the results was only
due to the changes in process. Could the difference also be due to the differences in
context? If context is that important, then a second question is whether the changes that
appeared to be so successful in Phase 3, would be applicable and workable in the hospital
context. For WBA, a case could be made that ‘one size’ may not fit all contexts.
Cohort sizes
UOW is a small medical school with each student cohort in this research numbering
between 60-90 students. These are small numbers for research purposes and that can
create some limits in terms of how generalizable the findings are.
WBA psychometrics
The paucity of psychometrics in the field of WBA makes it difficult to measure whether
the new processes which produced such different results were really an improvement.
While the Phase 3 results were certainly more realistic after the changes, were they more
‘reliable’ or more ‘accurate’? Comparing WBA results to the OSCE results for the same
cohort is at best, a very rough estimate of reliability as the two assess slightly different
aspects of student performance.
Apart from comparison of student results, opinions of stakeholders were sought
through surveys and interviews. The questions used at interviews were not from
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previously validated questionnaires and this too could be a limitation with regard to the
generalizability of the research results.
Faculty Development Program (FDP)
Another limitation to this research was the lack of a strong FDP in the medical school
at UOW, with the subsequent difficulties in implementing change in an assessment
program. This is primarily a funding issue at UOW, rather than a deliberate decision not to
value our dispersed clinical faculty.
Assessor engagement
With a number of WBA assessors expressing the feelings of being isolated and
undervalued by the university, in addition to finding WBA an incursion into their time,
persuading them to try changes was always going to be difficult. I was pleasantly surprised
therefore, by the overall response and keenness to help displayed by our communitybased assessors. However, clinicians are very busy people and WBA for medical students
is well down the list of their priorities. Although I conducted training 3-5 times in every
hub and visited individual practices when required, only approximately 60% of community
WBA assessors attended training on the new WBA processes. Training sessions averaged
30 mins and were often squeezed into practice lunchtimes. While these sessions were
well received by those who attended, there were still quite a number who received no
training, and this was a potential limitation for implementation of the changes.
POSPs and the RAL- preceptor relationship
In addition to time limits and motivation to attend training, there was a further
limitation to the research involving some assessors. The observations about their
student’s progress (POSP form), which preceptors were asked to complete and forward
confidentially to the hub supervisors (RALs), required some time and thought to be done
well. They also required the existence of a good working relationship between the RAL
and the preceptor. In most hubs, this system worked well. However, I noted that if there
was minimal engagement by the preceptors with their RAL and/or the university, the
POSP system did not work well, and adequate information on the students’ performance
in the workplace was not received by the supervisor (Author’s Field Notes 26/10/19).
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My time
The research for this thesis was undertaken in a part time capacity as I continued to
work full time in the field of medical education throughout. This meant I was essentially
researching in the field in which I was also working, which had some benefits in both time
and budgetary requirements. Despite these advantages, it was also obvious that working
full time, and doing the research for a thesis, put significant demands on my time and
hence my available time was a limitation. As a part time thesis, it took over five years to
complete.
9.5 Directions for future research
WBA that will clearly and fairly define which students are ready to progress, and which
students need some more time at that stage of training, is still a utopia somewhere in the
future. Steps have been taken in the right direction as we try to understand how and why
the content expert assessors make the decisions they do.
What was not achieved in this research?
The failure to fail appears to be an ongoing problem, even when the decision was
removed from the mentor relationship and results were not delivered face to face. The
‘Satisfactory with recommendations’ grade did allow assessors to define a problem
without actually failing the student, but is that exactly the same thing? Perhaps it is only
defining students who are globally okay but just need to work on one or two things, while
failing to define the student who is really ‘not okay’ to progress? If this grade was not
included would supervisors have failed a few students in the new WBA processes? It is
worth noting, however, that the ‘Unsatisfactory’ grade remained an option in the trial but
no WBA supervisor used this grade for a student.
Student surveys suggested that overall, they did not find the new WBA of any more
benefit for learning than the previous format, even though a number of comments were
positive. The question is then whether or not the new WBA process is in fact better for
student learning regardless of how they perceive it, or does it just make the assessors and
the educational theorists happy? This requires more research with student focus groups
as well as a more detailed measure of any changes in student performance.
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Which innovations did not work and why?
As Hoadley and colleagues (2003) have suggested, in design-based research the
reasons why innovations did or didn’t work are important for others wanting to apply the
findings in their own contexts.
It would be interesting to find out why students felt the quality of the feedback had
not improved following innovations designed to enable the preceptors to focus on this. Is
this because: students don’t really understand how to use feedback for learning; clinicians
are poor at giving constructive feedback; or was our sample size too small and do we
simply need more data over a number of cohorts?
The changes in the mark sheet to use clinical language of entrustment were welcomed
by the assessors across all Phases, however it had little effect on the actual grades
awarded. Similarly, the EPA grid I designed was described as easy to use, but again it
failed to make a huge difference in the way supervisors identified a struggling student.
Perhaps this is because the grid was used incorrectly, or at the wrong point in the process,
or perhaps it did not really help assessors to define the underperforming student?
How permanent are the improvements likely to be?
In 1924, studies undertaken on work output in Hawthorne factories suggested that
almost any intervention resulted in temporary improvements, and came to be known as
the ‘Hawthorne effect’. Although the original studies were poorly conducted, the effect
has been noted many times since (Schwartz et al, 2013). The theory is that knowing one is
being observed as one participates in an experiment or innovation, can change behaviour
during the observation period. This could confuse things when trying to assess the effects
of changes in WBA processes. With this in mind it will be important to monitor the results
of, and engagement in, WBA at UOW over the coming years.
O’Connor and Cheema (2018), in studies undertaken across performance-based
assessment in a number of fields outside medicine, demonstrated that as assessors
became more experienced and found the process of assessment easier, they began to
award higher marks. The assessors were aware they were finding the process easier, but
denied their marks were getting higher. This was demonstrated to be a slow process over
a number of years. It is possible that this effect could also limit the long term
improvement in results, and again is something we will need to monitor.
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Questions yet to be answered
As this research could really only be described as a step in the right direction, there are
many more questions to be answered such as:
•

Theoretically, if concern for patient safety is something that enables assessors to
fail trainees (Yepes-Rios et al., 2016), then it should be easier to fail an
underperforming junior doctor than a student, because they are already engaged
in patient care. However, is this so, or is it too late to fail them then? Are failure
rates in post graduate WBA higher than for undergraduates?

•

If doctors find it particularly hard to fail students because it goes against the
‘caring role’ they are trained in, do other professions outside medicine have as
much difficulty failing their students as clinicians do?

•

Could we simplify the assessment process by asking our assessors something such
as: ‘Would you employ this student as a future doctor in your practice/on your
team? Why/Why not?’ Would this enable a better global judgement or make it
harder?

As with all research in this field, this investigation has opened more questions than it
has answered.
9.6 What I have learnt – my personal ‘take home’ messages
To conclude, the overall answer to my initial question is a qualified ‘yes’: the efficacy of
WBA can be improved by incorporating assessor expertise. In exploring this question, I
have learnt many things and have contributed in a small way to expanding the body of
knowledge on the subject.
From reading the literature, and the results of my research, I have learnt some ‘take
home’ messages:
•

Changing the mark sheets to use entrustment language may make assessors
happier as it is easier to use but does not appear to have a major effect on the
grades overall.

•

The addition of a ‘conditional pass’ type grade does help to define some struggling
students early enough to remediate, but not all students in difficulty will be
identified this way.

•

We cannot really change the assessors (training effects are short lived) and they
will persist with their own idiosyncratic standards and expectations. Assessors like
giving feedback but probably think they are better at it than they are.
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•

The ‘failure to fail’ is more due to the system, so change the process. It is likely to
have some effect on the inflated grades but ‘failure to fail’ may still be a problem.

•

There is a difference between ‘low stakes’ and ‘no stakes’ WBA, and it has to be
‘no stakes’ within the mentor relationship if the focus is to be on learning.

•

Enable preceptors to provide confidential observations to supervisors, preferably
in a formal manner otherwise informal ‘shadow systems’ may evolve.

•

Allow supervisors to make summative decisions based on a number of inputs,
including the preceptors’ observations/opinions.

•

Do not deliver summative results face to face as this puts unrealistic pressure on
assessors and leads to inflated grades. Poor grades should be remediated as soon
as possible and progress followed up.

•

Consideration for the safety of future patients has been shown to enable assessors
to define an underperforming student. This needs to be more clearly articulated in
marking grids for both WBA and OSCE.

A personal reflection on the learning journey
At the start I had felt the need for this research because I could see the dilemma
created by meaningless WBA results both for the medical school and for the student. As
an assessor myself, I could also understand the frustration felt by being undervalued and
even ‘blamed’ for the problem. So I was keen to explore and better understand the
perspective of my clinical assessor colleagues in this highly complex cognitive process. My
aim was to try to find a way of improving the situation for everyone.
The journey has been fascinating and I have learnt much along the way, although there
is obviously still much more to learn. Many others are working in this field and it has been
so interesting to read what they have discovered. One of the most useful aspects of this
research for me, was the opportunity to not only interview assessors to seek their
opinions, as others have done, but to try implementing their ideas and assess the results.
I began this research journey as a result of difficulties experienced with an
underperforming student in my practice described in Chapter 1. I now feel I have a much
better understanding of why I, and her previous mentor/preceptors, found it so hard to
fail her face to face in summative WBA. I have also gained some understanding regarding
why the institution overturned the ‘fail’ grade when it was finally made.
Hopefully, the changes now implemented ensure that should this type of scenario
happen again, the student will be identified early, and extra measures put in place to
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ensure they are remediated. This should improve their chances of graduating successfully
as a safe and competent young doctor.
9.7 Conclusions
The key outcomes from this research are that the strong contributors to the challenges
of WBA at our university were the interaction within the mentor relationship between
preceptor and student, and the face to face delivery of WBA summative grades. As a
result of the surveys and interviews with WBA assessors and clinical supervisors, this
project devised an intervention that attempted to in some way rectify the failure to fail
phenomenon observed in WBA. In Phase 3, where this intervention was implemented, the
results did demonstrate a marked improvement in the over-inflation of grades awarded
during WBA. This same improvement was not seen in the other two Phases where only
minor changes in the WBA process were made.
While we did observe a marked reduction in the over-inflated grades as a result of the
intervention, it is difficult to distinguish which aspect of the change was most significant in
terms of rectifying the failure to fail phenomenon. Similarly, it is also possible that some
of the other interventions implemented may have made a contribution to the results
seen.
The implementation trialled as part of this research could be ‘translatable’ for use by
others conducting WBA. As such, these findings would have broad applicability in other
programs, not just undergraduate medical education. This could include post-graduate
medical training, and other fields such as Veterinary Science, Dentistry, Nursing, and other
allied health professions. Aspects of this process could also have application in other
professional fields utilising WBA such as education, engineering and the clergy.
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Plate 9.2. Murrumbidgee Medical Centre, Leeton (central NSW), is an excellent example of a
rural training medical practice. Murrumbidgee Hub
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Each Phase is begun with an explanation of the changes. For each type of WBA, there is an
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comparison. The top of each mark sheet is labelled in red to identify the Phase, WBA form
and whether it is the previous (old) or the new form.
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Appendix B - Ethics approvals and documents for all data collection (Chapters 4, 5 and 7)
There were nine separate Ethics applications for the data gathered for this research.
Forms for all nine sets of data collected are attached. Each individual data set is
introduced with a title page listing the content for that ethics application and data
collection. The relevant forms follow in this order: Ethics Approval, Invitation to
participate, Participant Information (PI), Consent, and Survey /Questionnaire.
(See Table 9.1 below for details)
Table 9.1 Summary of ethics and survey documents for Appendix B
Data Set
E1
E2
E3
E4
E5
E6
E7
E8
E9

Survey WBA
Clinical Assessors
Interviews WBA
Clinical Assessors
Survey OSCE
Assessors 2017
Survey Students re
WBA 2017
Interviews Senior
Faculty re WBA 2017
De-identified Student
Results 2016-2019
Survey Students re
WBA 2019
Interviews Senior
Faculty 2019
Survey WBA Clinical
Assessors 2019

Ethics No.
Approved
2016/372
11/10/16
2017/239
30/5/17
2017/044
28/2/17
2017/030
7/2/2017
2017/140
3/4/17
2017/094
20/3/176/1/20
2019/011
29/1/19
2019/050
19/2/19
2019/062
13/3/19

Dates
Conducted
Nov
2016
July- Oct
2017
April- June
2017
May –
June 2017
Oct 2017

Thesis
Ref
4.2

July 2016
– August
2019
May - June
2019
Sept
2019
Aug – Oct
2019

7.2
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Chap
5
4.3
7.4
7.5

7.4
7.5
7.3

Forms attached
Ethics approval, Invite, PI,
Survey
Ethics approval, invite, PI,
Consent, Questions
Ethics approval, Invite, PI,
Survey Form
Ethics approval, Invite, PI,
Survey Form
Ethics approval, Invite, PI,
Consent, Questions
Ethics Approval, Samples
results format
Ethics approval, invite, PI,
Survey Form
Ethics approval, Invite, PI,
Consent, Questions
Ethics approval, Invite, PI,
Survey Form

App.
Page
32
47
55
61
65
72
75
79
86

Appendix A
WBA mark sheets used until June 2017(old)
WBA mark sheets used from July 2017 (new)
Phase 2

APPENDICES Page 1

WBA mark sheets for Phase 2 medical students, UOW.
There were three forms in use for WBA assessments in Phase 2. This was the first year
of clinical placement and was located in the hospital. (Samples of each form follows)
•

Formative Phase 2 CEX mark sheet
Prior to the changes students were expected to complete 35 of these over the year.
They were compulsory but did not count towards the grades for the rotation and
phase. Prior to the new WBA, the forms consisted of multiple tick boxes with
minimal space for feedback and included a grade (E/S/U)* for the performance.
From 2017, the number of formative CEXs required was reduced to 21 for the year.
The new form contained no tick boxes or grades, and focused the attention on
feedback – including what was done well, what could be improved, and suggestions
for things to work on to improve.

•

Summative Phase 2 CEX mark sheet
Students are expected to complete 14 of these over the year. They are compulsory
and do count towards the grades for the rotation and phase. Prior to the new WBA,
the forms consisted of multiple tick boxes with minimal space for feedback and
included a grade (E/S/U) for the performance.
From 2017, the number of summative CEXs required remained at 14 for the year.
There were 14 specific subjects to be assessed by CEX over the year and each one
had a specifically designed form with the criteria detailed. There was minimal room
for feedback but the grades used the language of entrustment (Table 6.4 p 122).

•

Summative Phase 2 SPR mark sheet
Students are expected to complete 7 of these over the year. They are compulsory
and do count towards the grades for the phase. Prior to the new WBA, the forms
consisted of multiple tick boxes with some space for feedback and included a grade
(E/S/U) for the performance. The Summative CEXs contributed to the final grade.
From 2017, the new summative SPR forms consisted of the EPA grid (see Table 6.3),
a grade (E/S/SR/U)** and no feedback. There was room for a report to the Phase
Chair if a problem was identified.
NB.
* E/S/U – Grades “Excellent” / “Satisfactory” / “Unsatisfactory”
** E/S/SR/U - Grades “Excellent” / “Satisfactory” / “Satisfactory with
Recommendations” / “Unsatisfactory”
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Clinical Examination–Student (CEX-S) Old Phase 2
Formative CEX
MEDI602 – Formative Assessment
Student Name: ______________________________________________________________ Student No: ________________________
Assessor Name: ________________________________________________________________________________________________
Practice/Hospital: _______________________________________________________________________________________________
Patient Problem/Diagnosis: _______________________________________________________________________________________
CEX-S Assessment Time

Setting

Observation
time (mins): ________________






Feedback
time (mins): ________________

Inpatient
Outpatient
Primary Care
Other

PLEASE TICK APPROPRIATE JUDGEMENT
(see page 25 of booklet for detailed guidelines)

History Taking Skills
Examination Skills
Communication Skills
Professional Skills
Clinical Judgement
Procedural Techniques / Skills

Overall clinical competence
in relation to stage of training

Focus

Case Complexity

Discipline

 History
 Examination
 Communication
 Diagnosis
 Procedure

 Low
 Moderate
 High

 Medicine
 Surgery
 Paediatrics
 O&G
 Psychiatry
 Chronic Care

Unsatisfactory

Borderline

Satisfactory

Excellent

Not
Observed




































Unsatisfactory



Satisfactory

Excellent





Comments (particularly required if grade is unsatisfactory, but feedback is valuable for all students)

Assessor
Signature: …………………………………………………………………………………………..

Date:

/

/

Student
Signature: ………………………………………………………………………………………….

Date:

/

/
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Formative Clinical Examination – Student (CEX-S) New Phase 2
MEDI602 - Graduate Medicine
Formative CEX

1. Location (Ward/ED /Unit /Outpatients Clinic/etc.):
2. Patient problem/diagnosis:
3. Major skill(s) assessed:

1)

2)

Choose from the following skills list: History taking, Examination, Communication, Professional behaviours, Clinical judgement, and Procedural skills.
NB: The activity being assessed must have been directly observed by the assessor

4. Strengths: What did the student do well?

5. Improvements: What could the student do better or differently to improve?

6. Action Plan: What have you and the student agreed they should work on to effect improvements?

7. Time spent in observation and feedback:

Assessor
Name:

[

] mins

Signature:
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Date:

/

/

Clinical Examination–Student (CEX-S) Old Phase 2
Summative
MEDI602 – Summative Assessment
CEX

Student Name: ______________________________________________________________ Student No: ________________________
Assessor Name: ________________________________________________________________________________________________
Practice/Hospital: _______________________________________________________________________________________________
Patient Problem/Diagnosis: _______________________________________________________________________________________
Students must complete all compulsory topics listed below - see pages 3 -5 of booklet for more details (tick 1 box only)

Discipline
Medicine



Cardiovascular
examination



Respiratory
examination



Neurology examination of cranial
nerves OR the PNS



Surgery



Examination of the
surgical abdomen



Handover of the
post-operative patient



Assessment of fluid and
electrolyte balance of a patient



Women’s and
Maternal Health



Speculum examination



Examination of a pregnant abdomen

Paediatrics



Examination of a child



History of a child

Mental Health



Risk assessment and presentation of findings



Mental status examination and presentation

CEX-S Assessment Time

Setting

Observation time (mins): ________________

 Inpatient
 Primary Care

Feedback time (mins): __________________

PLEASE TICK APPROPRIATE JUDGEMENT
(see page 25 of booklet for detailed guidelines)

History Taking Skills
Examination Skills
Communication Skills
Professional Skills
Clinical Judgement
Procedural Techniques / Skills

Overall clinical competence
in relation to stage of training

Examination of the abdomen focusing on medical
conditions
Examination of legs in a surgical patient for
peripheral vascular disease OR venous diseases
of the legs OR neurological deficit

Case Complexity
 Low
 Moderate
 High

 Outpatient
 Other

Unsatisfactory

Borderline

Satisfactory

Excellent

Not
Observed




































Unsatisfactory



Satisfactory



Excellent



Comments (particularly required if grade is unsatisfactory, but feedback is valuable for all students)

Assessor
Consultant / Registrar
Signature: ………………………………………………………………… (Circle the one that applies)

Date

/

/

Student
Signature: …………………………………………………………………

Date

/

/
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New Phase 2 Summative CEX example
Form code:

S-CEX-S-P21

Medicine 1 – History Taking
Summative Clinical Examination
Student Name:

Graduate Medicine
Phase 2 (MEDI602)
Student Number:

NB. The activity being assessed must be directly observed and this form should be completed in the student handbook

Location (Ward / Unit): ______________ Patient problem/diagnosis: _______________________
Criteria to be considered when assessing competence in: Medicine 1 - History Taking
General Principles

Presenting Problem
Past History
Communication

Is patient centred – attempts to ascertain what is troubling the patient and how the problem affects their
life. Ascertains how much the patient knows and understands about the illness and its treatment.
Elicits a thorough history of the presenting problem(s). Good chronology. Covers all relevant details.
Demonstrates some clinical reasoning skills by asking all the relevant questions and not asking irrelevant
ones. Able to generate a reasonable differential diagnosis at conclusion.
Covers the relevant aspects from the background history: other current problems; past medical & surgical
history; current medications including OTC and herbals; allergies; family history; social history including
diet, exercise, smoking, alcohol and illicit drugs; and systems review.
Introduces self, greets patient by name, and explains role & purpose of interview. Obtains consent.
Attempts to establish rapport, non-judgemental, empathic, builds relationship Doesn’t use medical jargon
when communicating with patient. Attends to body language. Time efficient. Calm, smooth. & professional.

CEX-S Assessment Time (mins)

Setting

Observation time _______

 Inpatient

Feedback time _______

Case Complexity

 Outpatient

 Low

 Moderate

 High

Please indicate the approximate level of clinical competence evidenced by this student today: (tick 1 box)
Student requires my
presence full time to
prompt and assist
them through the
task. Required hands
on guidance. Unable
to do some
important aspects of
the task.

Student understands
the basic aspects of
the task and achieves
most of them. Some
prompting required.
Some minor aspects
inadequately done or
forgotten.

Student completes the
task needing little if any
prompting and
remembers to cover all
components.
Somewhat
disorganised. Poor flow
but basically adequate
and mostly
independent.


Student competently
completes all aspects of the
task. Smooth and organised
performance. Would
probably be able to
complete task without
needing direct supervision.
Reasonable clinical
assessment of patient.

Student performs the
task very competently.
I would allow this
student to perform this
clinical task on my
patient in my absence.
I can rely on their
results. Good clinical
assessment of the
patient.





Overall clinical competence in relation to stage of training for a student in their first clinical
year:
Not Yet Competent 
Competent 
Comments for feedback (particularly required if grade is unsatisfactory but all feedback is appreciated)

Assessor Name: ________________________
Assessor Signature: ______________________

Consultant / Registrar (Please circle which applies)
Date: ___________________
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Student Performance Review (SPR) Old Phase 2
MEDI602 – Summative Assessment Summative
SPR

To be completed by the preceptor and discussed with the student.

Student Name: _________________________________________________________________________

Date: _____/_____/_____

Placement (e.g., Rotation/Session): _____________________________________________________________________________________
PART A: Interaction with Student
Preceptor Instructions: Please indicate the amount of time you have spent interacting with the student during the current
rotation/session/performance period
Occasions spent with student per week:

0-1

2-3

4-5

5-6

 7 or more

PART B: Evidence of clinical activity
Preceptor Instructions: The student is to present ALL Clinical Examination (CEX-S) and Clinical Log summaries completed during the
current rotation/session/performance period. Preceptor to review the CEX-S forms and Clinical logbook summaries and complete the
following:
Number of CEX-S forms
completed:

Number of patients
recorded in Clinical Log:

Range of
patients seen:

 Unsatisfactory
 Satisfactory

Preceptor Instructions: Consider all aspects of the student’s performance observed by yourself or
your colleagues throughout the performance period and provide both a rating for each behaviour (i – ix)
and an overall judgement.

Unsatisfactory

Borderline

Satisfactory

Excellent

Not Observed

PART C: Rating of student performance

i.

History taking skills











ii.

Examination skills











Communication skills







































































iii.

Ability to effectively exchange information with supervisors, colleagues and patients.

iv.

Professional boundaries / Sensitivity to patients

Maintains appropriate boundaries with supervisors, colleagues, and patients.
Shows respect and discretion with all patients regardless of culture, age, gender or disability

v.

Teamwork / Attendance

Maintains cooperative working relationships, promoting positive group interaction.
Participation across learning opportunities throughout the performance review period.

vi.

Resilience / Flexibility

Ability to bounce back from professional and personal set-backs.
Ability to reprioritize tasks and duties as necessary.

vii.

Sharing knowledge / Seeking help

Participates in a collaborative educational role with supervisors, colleagues, and patients.
Identifies own limitations and seeks appropriate advice or assistance as necessary.

vii.

Ethical and legal standards

Applies ethical and legal standards in all professional situations.

ix.

Clinical decision making / Knowledge base

Ability to analyse, synthesise and interpret information to form appropriate clinical decisions.
Demonstrates appropriate knowledge and understanding of relevant medical sciences and clinical skills.
(Continued overpage)
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Part D: Preceptor Feedback for Student
Please list a minimum of 2 student strengths:

Please list a minimum of 2 areas that need attention:

If you are unable to list student strengths and weaknesses, please explain why

Part E: Preceptor Recommended Grade
Recommended Grade

 Unsatisfactory  Satisfactory  Excellent

(Note: a grade of 'excellent' or 'unsatisfactory' requires supportive explanation. Please provide a justification in the space below.)

Preceptor
Name:

Consultant / General Practitioner / Registrar
(circle the one that applies)

(please PRINT)

Signature:

Date:

/

/

/

/

Ph:

Part F: Student Response
Student comments:

Student
Signature:

Date:

Part G: Final Grade (To be determined by the Academic Coordinator.

Ph:

Note: If the final grade is to be changed this must be discussed with the Preceptor.)

 Unsatisfactory  Satisfactory  Excellent
Academic
Coordinator
Signature:

Date:
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/

/

Ph:

Student Performance Review

New Phase 2 Summative SPR

MEDI602/Phase 2 (Graduate Medicine)

Student Name:
Rotation No:

Student Number:
Discipline:

Location:

Preceptor/Supervisor to Complete

Procedural Skills

Communication Skills

Examination Skills

History Taking

Please consider the level of competence currently achieved by the student, in relation to their stage of training during their first clinical year.
For each major skill/EPA below, indicate your assessment by placing an ‘X’ in the box on the grid below which approximately corresponds to the level you
believe the student is performing at by the end of the rotation.
I need to work with the student to
guide and prompt them through
taking the history. They forget
significant things and do not
recognise what is or is not relevant.

The student attempts to take a
standard history. They are not well
structured and miss some significant
things. I need to prompt them with
some aspects.

I need to supervise the student and
talk them through the steps.
I need to check the examination
findings myself. The student does
not recognise what is relevant or

I need to be in the room and assist
with the examination. The student
knows most of the steps but forgets
some things or technique is poor.
I need to check the findings. Has

them of a few things.

The student performs a structured
examination and makes a clear
attempt to focus on what is relevant.
May miss a few aspects and/or
technique may need to improve.

required.

some idea of relevance.

I may need to check some things.





Clinical Judgement
Professional behaviours







The student performs a wellstructured examination which is
smooth and focussed. All important
aspects are covered. No prompting
required. Generally I do not need to
check any findings.



I need to be in the room to assist
with some communication but the
student manages most of it. They
use appropriate language most of
the time and demonstrate ability to
read some non-verbal ques. They
don’t manage complex areas.

I need to supervise the student and
talk them through the steps.
I need to check the procedure and
perform aspects myself. The student
does not recognise potential
problems or dangers.

I need to be in the room and assist
with the procedure. The student
knows most of the steps but forgets
significant aspects or their technique
is poor. I need to assist with
prompting and directions. They
recognise potential problems.

help.

The student makes a good attempt
to perform a structured procedure.
May miss a few aspects and/or
technique may need to improve. I
need to check/do some things or
give occasional prompts. They know
and try to avoid problems.

The student is able to integrate
information from history and
examination to produce a DD but
there are significant deficits in the
clinical reasoning process. I need to
direct and assist through the

The student is able to produce a
reasonably correct DD but may not
make the correct provisional
diagnosis. The student will select
some appropriate investigations and
management options. They attempt

The student generally generates a
correct diagnosis and DD. They
select appropriate investigation and
management most of the time.
They can usually defend their
reasoning but require occasional

decision making process.

to defend their reasoning.

help.



The student is not yet able to apply
their medical knowledge to the
clinical scenario to produce a
working differential diagnosis. The
student requires help to integrate
and analyse clinical information.



The student is aware of the concept
of professionalism and has some
ethical understanding. They have not
yet generally taken on the
professional identity of a doctor.
They may need prompting re study,
attendance, attire and respect for
others, etc. Possible irresponsible
behaviour.







The student has some knowledge in
aspects of law, ethics and
professionalism but applies this with
significant deficits. Requires
guidance. Demonstrates respect for
others. Needs reminding re patient
centred care. Possible deficits in
punctuality or attire. May have an
unexplained absence.





The student does not yet take
responsibility for their learning or
understand the concept of selfdirected learning. They expect all the
information to be given to them
directly. They do not appear to
perform much self-reflection yet on
their clinical performance.

The student takes little responsibility
for self-directed learning. They need
direction to find information and
encouragement to seek learning
opportunities. They do not always
consult current best practice
guidelines and I often need to
correct decisions. They have poor
self-reflection.





The student is able to manage
general communication well. They
are polite, use appropriate language,
communicate clearly, listen to the
patient and read non-verbal ques.
They attempt complex
communication though I need to

The student takes a well -structured
history covering most of the salient
points and focussing on the relevant
aspects. Generally I do not need to
help or prompt.

I need to supervise the student and
assist with the communication.
I need to rephrase some of their
questions, etc. They do not recognise
their own inappropriate language
and/or do not read non-verbal ques
from the patient.



Self-directed Learning



The student takes a standard history
covering HPI, PMH, Meds, Allergies,
FH, SH and SR. Reasonable
structure. Clear attempt to focus on
the relevant. But I need to remind





The student demonstrates good
communication skills almost all the
time, except the very difficult. They
are articulate, observant and
empathic. They give explanations
and advice in appropriate and
structured ways. I rarely need to

repeat anything.

The student performs a wellstructured and smooth procedure.
All important aspects are covered.
No prompting is required. I do not
need to supervise closely. They
know how to obtain informed
consent and they avoid problems.





The student can generally apply
concepts of law and ethics correctly
to cases. They have begun to take
on the professional identity. They
demonstrate only occasional lapses
in responsible behaviour and may
require some prompting. They
respect others and understand
patient confidentiality. They are
punctual and appropriately attired.

The student demonstrates ethical
professional behaviour and
attitudes towards patients and
colleagues most of the time. They
respect others and preserve patient
confidentiality all the time. They
have the professional identity of the
medical profession. They need help
with complex ethical cases. Always
punctual and correct attire.

The student takes some
responsibility for their own learning.
They seek some learning
opportunities. They mostly make
clinical decisions informed by current
scientific knowledge and best
practice guidelines but I need to
correct some things. They conduct a
little self-reflection on their

The student takes responsibility for
their own learning. They pursue
collaborative learning
opportunities. They generally make
clinical decisions informed by
current scientific knowledge and
best practice guidelines. They
demonstrate some reflection
regarding their performance.



performance.
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Preceptor/Supervisor to Complete
1.

Has the student completed 3 Formative CEX-S assessments during this rotation? ....................................................................... Yes / No

2.

Has the student satisfactorily completed the 2 Summative CEX-S specified for this rotation?......................................................Yes / No

3.

Has the student’s engagement and performance in rotation tutorials and bedside teaching been satisfactory?...................... Yes / No

4.

Has the student’s engagement with other formative assessment been satisfactory? ................................................................... Yes / No
e.g., Clinical Clerking, Case Based Discussions

5.

6.

Were any issues associated with this student identified during this rotation? (If yes, please comment below) .......................... Yes / No

e.g., CEX-S performance issues, the student’s engagement or feedback by tutors or other staff concerning the student.

Rate the student’s overall performance during this roatation.
(Note. this is a Global Judgement of performance and engagement by the student throughout the rotation.)





7.

Unsatisfactory
Satisfactory with recommendations (1 or 2 areas that need improvement – see below)
Satisfactory (Most students are expected to be ‘Satisfactory’)
Excellent – this grade is for students whose performance in all aspects has been exceptional

Name:

Signature:

Date:

(please print)

Discipline Lead to Complete
1.

Were any additional issues relating to this student identified? (If yes, please comment below) .................................................. Yes / No

2.

Name:

(please print)

Signature:

Date:

Phase 2 Chair to Complete
1.

If SPR grade is “Unsatisfactory” please provide details of planned remediation and reassessment.
Remediator Name:

Remediation Date:

Reassessor Name:

Reassessment Date:

2.

Were any additional issues relating to this student identified? (If yes, please comment below) .................................................. Yes / No

3.

Name:

(please print)

Signature:
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Date:

Appendix A
WBA mark sheets used until June 2017(old)
WBA mark sheets used from July 2017 (new)
Phase 3
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WBA mark sheets for Phase 3 medical students, UOW.
This was the second year of clinical placement and was located in the community. There
were new forms designed for WBA in Phase 3. (Samples of old and new forms follow.)
•

Phase 3 CEX mark sheet
Prior to the changes students were expected to complete 16 of these over the year.
They were compulsory and counted towards the grades for the quarter and phase.
Prior to the new WBA, the forms consisted of multiple tick boxes with minimal
space for feedback and included a grade (E/S/U)* for the performance.
From 2017, the number of CEXs required remained 16 for the year, however these
were now all formative and though compulsory did not count towards the grade for
the quarter or phase. The new form contained no tick boxes or grades, and focused
the attention on feedback – including what was done well, what could be improved,
and suggestions for things to work on to improve.

•

Summative Phase 3 SPR mark sheet
Students are expected to complete 4 of these over the year. They are compulsory
and do count towards the grades for the phase. Prior to the new WBA, the forms
consisted of multiple tick boxes with some space for feedback and included a grade
(E/S/U) for the performance. They included a space for student response if desired.
From 2017, the new summative SPR forms consisted of space for narrative
comments on various aspects of student engagement and performance and a 4
grade (2017 - E/S/SR/U)**, or 5 grade (2018 – Table 7.5) mark. The results of this
summative assessment were not delivered face to face, but via the on line Moodle
system used to deliver all other summative assessment results.

•

Two other forms were added from 2017. The students were asked to complete a
Student Learning Needs Plan (SLNP) at the start of each quarter, and the preceptor
also completed a Preceptor Observation of Student Performance (POSP) form for
each quarter, which consisted of an EPA grid and narrative on the student’s
engagement during the quarter. This was confidential from the student and was
provided to the supervisor to contribute to the SPR form.
NB.
* E/S/U – Grades “Excellent” / “Satisfactory” / “Unsatisfactory”
** E/S/SR/U - Grades “Excellent” / “Satisfactory” / “Satisfactory with
Recommendations” / “Unsatisfactory”
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Clinical Examination–Student (CEX-S)
MEDI603 – Summative Assessment

Old Phase 3
Summative
CEX

Student Name:

________________________________________________________________ Student No: ___________________

Assessor Name:

_______________________________________________________________________________________________

Practice/Hospital: _______________________________________________________________________________________________
Patient Problem/Diagnosis:

___________________________________________________________

CEX-S Assessment Time

Setting

Focus

Case Complexity

Discipline (tick 1 box only)

Observation
time (mins): ________________






 History
 Examination
 Communication
 Diagnosis
 Procedure

 Low
 Moderate
 High

 Medicine
 Surgery
 Paediatrics
 O&G
 Psychiatry
 Chronic Care

Feedback
time (mins): ________________

Inpatient
Outpatient
Primary Care
Other

PLEASE TICK APPROPRIATE JUDGEMENT
(see over for detailed guidelines)
History Taking Skills
Examination Skills
Communication Skills
Professional Skills
Clinical Judgement
Procedural Techniques / Skills

Overall clinical competence
in relation to stage of training

Unsatisfactory

Borderline

Satisfactory

Excellent

Not
Observed




































Unsatisfactory



Satisfactory

Excellent





Comments (particularly required if grade is unsatisfactory, but feedback is valuable for all students)

Assessor
Consultant / Registrar
Signature: ………………………………………………………………… (Circle the one that applies)

Date

/

/

Student
Signature: …………………………………………………………………

Date

/

/
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Formative Clinical Examination – Student (CEX-S)
MEDI603 - Graduate Medicine

New Phase 3
Formative
CEX

1. Student Name:

Student Number:

2. Location (GP Practice/Aged Care/Home Visit/Hospital):
3. Patient problem/diagnosis:
2)

4. Major skill(s) assessed: 1)

Choose from the following skills list: History taking, Examination, Communication, Professional behaviours, Clinical judgement, and Procedural skills.
NB: The activity being assessed must have been directly observed by the assessor

5. Strengths: What did the student do well?

6. Improvements: What could the student do better or differently to improve?

7. Action Plan: What have you and the student agreed they should work on to effect improvements?

8. Time spent in observation and feedback:

Assessor
Name:

[

] mins

Signature:
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Date:

/

/

Graduate School of Medicine

MEDI603 Student Performance Review
To be completed by the preceptor and discussed with the student.

Old Phase 3 Summative SPR
Student
Name: ………………………………………………………………………………………………….. Date: …….…/………../…………….
Placement (e.g., Rotation/Session) …………………………………………………………………………………………………………………......

PART A: Preceptor to complete (Note:

to be discussed with the student and completed form sent to Academic Coordinator for the Discipline/Region)

Interaction with Student

Instructions: Indicate the amount of time you have spent interacting with
the student during the current rotation/session/performance period

Occasions spent with student per week:
 8 or more
0-1
4-5
2-3
6-7
Unsatisfactory

Borderline

Satisfactory

Excellent

Not Observed

Rating of student performance

1.

History taking skills











2.

Examination skills











3.

Communication skills











4.

Professional boundaries / Sensitivity to patients











5.

Teamwork / Attendance











6.

Resilience / Flexibility











7.

Sharing knowledge / Seeking help











8.

Ethical and legal standards











9.

Clinical decision making / Knowledge base











Instructions: Consider all aspects of the student’s performance observed by yourself or your
colleagues throughout the performance period and provide both a rating for each behaviour (I - ix)
and an overall judgement.

Please list a minimum of two student strengths:

Please list a minimum of two areas that need attention:

If you are unable to list student strengths and weaknesses, please explain why:

Preceptor Recommended Grade
 Unsatisfactory

 Satisfactory

 Excellent

Preceptor
Name:
…………………………………………………………………………………..………Consultant / General Practitioner / Registrar (circle the one that
applies)

(please PRINT)

Signature: ……………………………………………………………………………………………………….Date:
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/

/

Ph: ………………………………………………...

PART B: Regional Academic Leader to complete
Evidence of clinical activity

Instructions: Please review the student’s CEX-S forms and Clinical logbook summaries completed during the current
rotation/session/performance period and complete the following:
Number of CEX-S
forms completed:

…………………..

Number of patients
recorded in Clinical Log:

………………….

Range of
patients seen:

 Unsatisfactory
 Satisfactory

FINAL GRADE



Unsatisfactory



Satisfactory



Excellent

Note: If this final grade is different from that of the Preceptor, this must be discussed with the Preceptor and reasons for change noted below.

Academic
Leader
Name:
…………………………………………………………………………………………………………………….. Date: ………./………./…………..
(please PRINT)
Academic
Leader
Signature: …………………………………………………………………………………………………………………….

PART C: Student to complete
Student comments:

Student
Signature: ……………………………………………………………………………………………………… ……. . Date:
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/

/

Ph:

………………………….

Summative Student Performance Review (SPR)
MEDI603 - Graduate Medicine New Phase 3 Summative SPR

Student Name:

Student Number:
Dates covered
by this SPR:

Hub:
Practice Location:

/

/

To

/

/

Preceptor name:

1. Student Learning Needs Plan (SLNP)
Did the student complete their Learning Needs Plan at the start of this quarter? .................................................................

 Yes

 No

Please comment below on the student’s effort to address these needs during this quarter.

2. Student Self-Assessment
Has the student shown you their EPA grid for this quarter? ..................................................................................................  Yes

 No

Any comments?

3. Formative CEX-S
Has the student completed 4 Formative CEX-S assessments this quarter? ............................................................................  Yes

 No

Please comment below on any issues identified.

4. Clinical Log
How many Clinical Log cases has the student completed this quarter? ................................................................................. [
]
Is overall engagement satisfactory? (Minimum requirement: 1 long and 4 short cases/week) .............................................  Yes
Please comment on any issues identified.
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 No

5. Observations on Student Performance (POSP)
Have you received the POSP from the student’s Preceptor for this quarter? .................................................................  Yes
How many observations did the preceptor record on the POSP? .................................................................................. [

 No

]

Please comment below on overall performance and any identified issues.

6. CBL Tutorials
Please comment below on attendance and participation and any issues identified by tutor.

7. Regional Academic Days
Please comment below on overall attendance and engagement and any issues identified.

8. Student Progress in achievement of skills
Consider all aspects of the student’s performance observed or commented on throughout the performance period and provide a rating for
each skill or behaviour below.

History Taking skills

Not Yet
Competent


Competent


Not
Observed


Examination Skills







Communication Skills







Procedural Skills







Clinical Judgement







Professional behaviours







Self-directed Learning







N. B. It is expected that most students
will gradually achieve competence
as the year progresses.
For ‘Competent’ please see the criteria
in the 3rd & 4th columns of the
EPA grid on the POSP form.

9. Grade - please provide a Global Judgement of the student’s performance and engagement during the quarter
For the current
stage of training,
this student is
performing:



Below the
expected
level



At the
expected
level, with
recommendations
for their SLNP



At the
expected
level



Above the
expected
level



Well above the
expected
level

If you have any comments on the student’s performance or grade or recommendations regarding their Learning Needs Plan please add below:

Name:

Signature:
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Date:

/

/

Student Learning Needs Plan (SLNP) New Phase 3 Student Form
MEDI603 - Graduate Medicine

This SLNP (Student Learning Needs Plan) is provided to help you to reflect on your learning strengths and weaknesses and enable you to
define some areas you want to work on for the coming quarter. The aim is that you complete this form at the start of the quarter and discuss it
with your preceptor. This should guide and direct some of the teaching/learning content to be focussed on during this time. You should also
take this form (or a copy) with you to your SPR interview with your Regional Academic Leader at the end of the quarter to inform the
discussions. You are encouraged to write your first SLNP based on your performance in the end of Phase 2 examinations and thinking about
any identified weaknesses in your performance or clinical exposure during Phase 2. Subsequent SLNPs can be based on the SPR discussion,
your student EPA grid and your learning needs as you perceive them at that point in the year. Please note that this exercise is formative
and your responses are for your benefit only; your SLNP will not be marked.
1. Which quarter does this SLNP apply to?

 1st Quarter

 2nd Quarter

 3rd Quarter

 4th Quarter

2. Enter 1 or 2 specific areas you need/want to work on this quarter:
Knowledge/Content

e.g., Chronic Care, Emergency Medicine, General
Medicine, Geriatrics, Indigenous Health, Mental Health,
Paediatrics, Surgery, Women’s Health,

Skills/Domains

e.g., Clinical Reasoning, Communication, Examination,
History Taking, Management, Procedures, etc.

Professional Behaviours

e.g., Advocacy, Ethics / Code of Conduct, Health,
Leadership, Self-directed learning, Teamwork, etc.

3. How will you address these learning needs this quarter?
Comments:

Student Signature:

Date Completed:
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/

/

Preceptor Observations on Student Performance (POSP)
MEDI603 - Graduate Medicine
New Phase 3 Preceptor Form

1. Student Name:

Student Number:

2. Which quarter does this POSP apply to?

 1st Quarter

 2nd Quarter

 3rd Quarter

 4th Quarter

3. Student’s Learning Needs Plan

 Yes  No
..............................................................................................................................................................................................  Yes  No

Has the updated plan for this quarter been discussed with you by the student?............................................................................................
Particular needs identified?

Comments

4. Observations on student performance in the workplace
Please make a few brief comments on the student performance in the clinical setting in which you have observed/supervised them.
Make at least one entry each week during Phase 3. (See examples in handbook.) Note: these observations are for Regional Academic
Leaders only to see.
1. Date

/

/

Observer name:

Location/activity:

2. Date

/

/

Observer name:

Location/activity:

3

Date

/

/

Observer name:

Location/activity:

4. Date

/

/

Observer name:

Location/activity:

5. Date

/

/

Observer name:

Location/activity:

APPENDICES Page 20

6. Date

/

/

Observer name:

Location/activity:

7. Date

/

/

Observer name:

Location/activity:

8. Date

/

/

Observer name:

Location/activity:

9. Date

/

/

Observer name:

Location/activity:

10. Date

/

/

Observer name:

Location/activity:

11. Any other general comments for the quarter?

5. Dates formative CEX - S completed (NB: students must complete 4 per quarter)
1. Date:

/

/

3. Date:

/

/

2. Date:

/

/

4. Date:

/

/

6. Complete the student competence grid over page.

7. Preceptor Name:

Signature:
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Date:

/

/

Few Deficiencies

Mostly Adequate

Consistently Competent

The student takes a standard
history covering HPI, PMH,
Meds, Allergies, FH, SH and
SR. Reasonable structure. Clear
attempt to focus on the relevant.
But I need to remind them of a
few things.


The student takes a well structured history covering most
of the salient points and
focussing on the relevant
aspects. Generally I do not need
to help or prompt.

The student takes a competent
history covering all the
important aspects, is well
focussed and thorough. I do not
need to be present and I can rely
on the information gathered

I need to be in the room and
assist with the examination. The
student knows most of the steps
but forgets some significant
things or technique is poor. I
need to check the findings. Has
some idea of relevance.


The student performs a
structured examination and
makes a clear attempt to focus
on what is relevant. May miss a
few aspects and/or technique
may need to improve. I may
need to check some things. 

The student performs a wellstructured examination which is
smooth and focussed. All
important aspects are covered.
No prompting required.
Generally I do not need to check
any findings.


The student performs a
competent exam covering all the
appropriate aspects with good
technique. It is well focussed on
the problem. I do not need to be
present and can rely on the
findings.


Communication Skills

I need to be in the room to assist
with some communication but
the student manages most of it.
They use appropriate language
most of the time and
demonstrate ability to read some
non-verbal ques. They don’t
manage complex
communication yet.


The student is able to manage
general communication well.
They are polite, use appropriate
language, communicate clearly,
listen to the patient and read
non-verbal ques. They make a
good attempt with difficult
communication though I need to
help.


The student demonstrates good
communication skills almost all
the time, except the very
difficult. They are articulate,
observant and empathic. They
give explanations and advice in
appropriate and structured ways.
I rarely need to repeat anything.

The student’s communication
skills are consistently
competent. I do not need to be
present and can rely on them to
communicate correctly and
empathically with my patient. I
do not need to repeat anything.
They are also competent with
difficult cases.


Procedural Skills

I need to be in the room and
assist with the procedure. The
student knows most of the steps
but forgets significant aspects or
their technique is poor. I need to
assist with prompting and
directions. They can describe
potential problems.

The student makes a good
attempt to perform a structured
procedure. May miss a few
aspects and/or technique may
need to improve. I need to
check/do some things or give
occasional prompts. They know
and try to avoid problems.

The student performs a wellstructured and smooth
procedure. All important aspects
are covered. No prompting is
required. Generally I do not need
to supervise closely. They know
how to obtain informed consent
and they avoid potential
problems.


The student performs a
competent procedure covering
all the appropriate aspects with
good technique. I do not need to
be present in the room and can
rely on the technique. Patient
comfort is considered and
informed consent obtained.

Clinical Judgement

The student is able to integrate
information from history and
examination to produce a DD
but there are significant deficits
in the clinical reasoning process.
I need to direct and assist
through the decision making
process.


The student is able to produce a
reasonably correct DD but may
not make the correct provisional
diagnosis. The trainee will select
some appropriate investigations
and management options. They
attempt to defend their
reasoning.


The student generally generates
a correct diagnosis and DD.
They select appropriate
investigation and management
most of the time. They can
usually defend their reasoning
but require occasional help.

The student consistently
generates a correct diagnosis and
DD. They usually select correct
investigation and management
options. They can defend their
reasoning well and rarely require
help.

Professional behaviours

The student has some
knowledge in aspects of law,
ethics and professionalism but
applies this with significant
deficits. Requires guidance.
Demonstrates respect for others.
Needs reminding re patient
centred care. Some deficits in
punctuality or attire. May have
an unexplained absence. Some
irresponsible behaviour.

The student can generally apply
concepts of law and ethics
correctly to cases. They have
begun to take on the professional
identity. They demonstrate only
occasional lapses in responsible
behaviour and may require some
prompting. They respect others
and understand patient
confidentiality. They are
punctual and appropriately
attired.


The student demonstrates ethical
professional behaviour and
attitudes towards patients and
colleagues most of the time.
They respect others and preserve
patient confidentiality all the
time. They have the professional
identity of the medical
profession. They need help with
complex ethical cases. Always
punctual and correct attire.

The student always demonstrates
professional behaviour and
attitudes towards patients and
colleagues. They respect others
and preserve patient
confidentiality all the time. They
have the professional identity of
the medical profession. They
think clearly through complex
ethical cases. Punctual and
reliable.

The student takes little
responsibility for self-directed
learning. They need direction to
find information and
encouragement to seek learning
opportunities. They do not
always consult current best
practice guidelines and I often
need to correct decisions. They
have poor self-reflection.

The student takes some
responsibility for their own
learning. They seek some
learning opportunities. They
mostly make clinical decisions
informed by current scientific
knowledge and best practice
guidelines but I need to correct
some things. They conduct little
self-reflection on their
performance.


The student takes responsibility
for their own learning. They
pursue collaborative learning
opportunities. They generally
make clinical decisions informed
by current scientific knowledge
and best practice guidelines.
They demonstrate some
reflection regarding their
performance.

The student takes full
responsibility for their own
learning. They actively pursue
collaborative learning
opportunities. They make
clinical decisions informed by
current scientific knowledge and
best practice guidelines. They
demonstrate reflective thinking
regarding their performance.



Examination
Skills

History Taking
Skills

Significant Deficiencies
The student attempts to take a
standard history. They are not
well structured and miss some
significant things. I need to
prompt them with some aspects.

Self-directed Learning

6. Student Competence (indicate the level of competence currently achieved by the student for each major skill/EPA.)
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Appendix A
WBA mark sheets used until June 2017(old)
WBA mark sheets used from July 2017 (new)
Phase 4
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WBA mark sheets for Phase 4 medical students, UOW.
There were two forms in use for WBA assessments in Phase 4. This was the final clinical
placement and was located in the hospital. (Samples of each form follows)
•

Summative Phase 4 CEX mark sheet
Students are expected to complete 12 of these over six months. They are
compulsory and do count towards the grades for the phase. Prior to the new WBA,
the forms consisted of multiple tick boxes with minimal space for feedback and
included a grade (E/S/U)* for the performance.
From 2017, the number of summative CEXs required remained at 12 for the year.
There was room for feedback and the grades used the language of entrustment
(Table 6.4 p 122).

•

Summative Phase 4 SPR mark sheet
Students are expected to complete 4 of these over the year. They are compulsory
and do count towards the grade for the phase. Prior to the new WBA, the forms
consisted of multiple tick boxes with minimal space for feedback, and included a
grade (E/S/U) for the performance.
From 2017, the new summative SPR forms consisted of the EPA grid (see Table 6.3),
a grade (E/S/SR/U)** with some feedback. There was room for a narrative report to
the Phase Chair if a problem was identified. Results were given face to face to the
student.
NB.
* E/S/U – Grades “Excellent” / “Satisfactory” / “Unsatisfactory”
** E/S/SR/U - Grades “Excellent” / “Satisfactory” / “Satisfactory with
Recommendations” / “Unsatisfactory”
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GSM: Clinical Examination-Student (CEX-S)

Student Name:

Old Phase 4 Summative CEX

Student No.:

Assessor Name:
Practice/Hospital:
Patient Problem/Diagnosis:
Topic/Domain:
CEX-S Assessment Time

Setting

Observation
time (mins): _________________






Feedback
time (mins): _________________

Inpatient
Outpatient
Primary care
Other

PLEASE TICK APPROPRIATE JUDGEMENT
(see over for detailed guidelines)

History Taking Skills
Examination Skills
Communication Skills
Professional Behaviours
Clinical Judgement
Procedural Techniques / Skills

Overall clinical competence
in relation to stage of training

Focus







History
Examination
Communication

Case complexity

Discipline (tick 1 box only)

 Low
 Moderate
 High








Diagnosis
Procedure

Medicine
Surgery
Paediatrics
O&G
Psychiatry
Chronic Care

Unsatisfactory

Borderline

Satisfactory

Excellent





























Unsatisfactory



Satisfactory










Excellent



Comments (particularly required if grade is unsatisfactory, but feedback is valuable for all students)

Assesso
r
Signatur
e:

Consultant / Registrar (Circle
the one that applies)

Student
Signatur
e:
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Not
Obser
ved

Date

/

/

Date

/

/

Summative Clinical Examination – Student (CEX-S)
MEDI604 - Graduate Medicine

New Phase 4 Summative CEX
1. Student Name:

Student Number:

2. Assessor Name:
3. Practice/Hospital:

Setting
 Inpatient
 Primary Care
 Outpatient  Other

4. Patient problem/diagnosis:

 Low  Moderate  High

Case Complexity

5. Skill / Task assessed:
It is assumed that Phase 4 students have already reached a high level of skill with basic history taking and clinical examinations, etc. CEX-Ss at this level should
include such tasks as: managing inpatient care, communicating with patients, families, staff and colleagues, preparing for and managing patient admissions,
discharges, transfers, implementing and reviewing management plans, monitoring and adapting to outcomes, etc. (see list on back of form)

6. Level of clinical competence evidenced by the student (tick 1 box below)



Student requires my presence full time to prompt and assist them through the task. Required hands on guidance.
Unable to do some important aspects of the task.



Student understands the basic aspects of the task and achieves most of them. Some prompting required.
Some minor aspects inadequately done or forgotten.



Student completes the task needing little if any prompting and remembers to cover all components.
Somewhat disorganised. Poor flow but basically adequate and mostly independent.



Student competently completes all aspects of the task. Smooth and organised performance. Would probably be able to complete task
independently without needing direct supervision. Reasonable clinical assessment of the patient.



Student performs the task very competently. I would allow this student to perform this clinical task on my patient in my absence.
I can rely on their results. Good clinical assessment of the patient. Performs at NSW Intern level.

7. Overall clinical competence in relation to stage of training (For NSW Intern level of performance)
Rate the student’s overall performance
Use the space below to provide any comments/feedback.
particularly where grade is “not yet competent”

8. Time spent in observation and feedback: [
Assessor
Signature:

 Not Yet Competent
 Competent

] mins

 Consultant
 Registrar
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Date:

/

/

Graduate Medicine
Phase 4 Student Performance Review

Old Phase 4 Summative SPR

To be completed by the preceptor and discussed with the student. Completed form to be sent to Academic Coordinator for the Discipline/Region, and

Student
Name:

Date
:

Placement:  Elective  Selective

/

/

Location:

copied to the Assessment Officer, GSM fax (02)42214341

I have been provided with:

a copy of the "Approval of Concept" form
"Guidelines for Student Performance Review (SPR) supporting

 Yes  No
 Yes  No

document"

PART A: Interaction with Student
Preceptor Instructions: Please indicate the amount of time you have spent interacting with the student during the current
rotation/session/performance period
Occasions spent with student per week:

0-1

2-3

4-5

5-6

 7 or more

Not Observed

Excellent

Satisfactory

Borderline

Preceptor Instructions: Consider all aspects of the student’s performance observed by
yourself or
your colleagues throughout the performance period and provide both a rating for each
behaviour (i – x) and an overall judgement.

Unsatisfactory

PART B: Rating of student performance

i.

History taking skills











ii.

Examination skills











iii.

Communication skills





























































Ability to analyse, synthesise and interpret information to form appropriate clinical decisions.
Demonstrates appropriate knowledge and understanding of relevant medical sciences and clinical skills.











Involvement with the Research Team (if applicable)











iv.
v.
vi.

Ability to effectively exchange information with supervisors, colleagues and patients.

Professional boundaries / Sensitivity to patients

Maintains appropriate boundaries with supervisors, colleagues, and patients.
Shows respect and discretion with all patients regardless of culture, age, gender or disability

Teamwork / Attendance

Maintains cooperative working relationships, promoting positive group interaction.
Participation across learning opportunities throughout the performance review period.

Resilience / Flexibility

Ability to bounce back from professional and personal set-backs.
Ability to reprioritize tasks and duties as necessary.

vii
.

Sharing knowledge / Seeking help

vii
.

Ethical and legal standards

ix.
x.

Participates in a collaborative educational role with supervisors, colleagues, and patients.
Identifies own limitations and seeks appropriate advice or assistance as necessary.
Applies ethical and legal standards in all professional situations.

Clinical decision making / Knowledge base

Part C: Preceptor Feedback for Student
Please list a minimum of 2 student strengths:
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Part C (cont.): Preceptor Feedback for Student
Please list a minimum of 2 areas that need attention:

If you are unable to list student strengths and weaknesses, please explain why

I would be happy to have this student as my Intern next year

 Yes 

No

Part D: Preceptor Recommended Grade
Having seen the documents the student has provided to you, do you feel that the student achieved their goals
during this placement?

 Yes  No
If No, please comment below:

Recommended Grade

 Unsatisfactory  Satisfactory  Excellent

Note: a grade of 'excellent ‘or 'unsatisfactory' requires supportive explanation. Please provide a justification in the space below).
If the student is Unsatisfactory, please contact: A/Professor Spiros Miyakis (smiyakis@uow.edu.au) Ph: +61 2 4221 3818

Designation:
Preceptor
Name:

 Consultant
 General Practitioner
 Head of Research  Head of Service

(please PRINT)

/

Date:

Signature:

/

Ph:

Part E: Student Response
Student comments:

Student
Signature
:

Date:

Part F: Final Grade (To be determined by the Academic Coordinator.
Preceptor.)

/

/

Ph:

Note: If the final grade is to be changed this must be discussed with the

 Unsatisfactory  Satisfactory  Excellent
Academic
Coordinator
Signature:

Date:
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/

/

Ph:

Student Performance Review (SPR)
MEDI604 - Graduate Medicine
New Phase 4 Summative SPR

1. Student Name:
2. Placement type:  PRINT

Student Number:
 Elective  Selective

Location:

3. Discipline/Subject:

Rotation Dates:

4. How many times per week did you interact with the student during the term?

 0-1

 2-3

 4-5

5. Was the student’s overall engagement & attendance in the term activities satisfactory?

 6-7

 7+

 Yes

 No

 Yes

6. If this was a PRINT term, has the student been deemed ‘Competent’ in 12 CEXs?

 No

7. If this was an Elective OR Selective Term
• Did you receive the ‘Approval of concept form’?

 Yes

N

• Did you receive the ‘Student Term Reflection’?

 Yes

N

Skill

Significant Deficiencies

Few deficiencies

Mostly adequate

Consistently Competent

History Taking
Skills

The student attempts to take a
standard history. They are not well
structured and miss some significant
things. I need to prompt them with some
aspects.

The student takes a standard
history covering HPI, PMH, Meds,
Allergies, FH, SH and SR. Reasonable
structure. Clear attempt to focus on
relevance. But I need to remind them of a
few things.

The student takes a well -structured
history covering most of the salient
points and focussing on the relevant
aspects. Generally I don’t need to help or
prompt.

The student takes a competent
history covering all the important
aspects, is well focussed and thorough.
I don’t need to be present and can rely on
all the information.

Examination
Skills

I need to be in the room and assist
with the examination. The student
knows most of the steps but forgets
some significant things or technique is
poor. I need to check the findings. Has
some idea of relevance.

The student performs a structured
examination and makes a clear
attempt to focus on what is relevant. May
miss a few aspects and/or technique may
need to improve. I may need to check
some things.

The student performs a wellstructured examination which is
smooth and focussed. All important
aspects are covered. No prompting
required. Generally I don’t need to check
any findings.

The student performs a competent
exam covering all the appropriate
aspects with good technique. It is well
focussed on the problem. I don’t need to
be present and can rely on the findings.

Communication
Skills

I need to be in the room to assist
with some communication but the
student manages most of it. They use
appropriate language most of the time
and demonstrate ability to read some
non-verbal ques. They don’t manage
complex communication yet.

The student is able to manage
general communication well. They
are polite, use appropriate language,
communicate clearly, listen to the patient
and read non-verbal ques. They make a
good attempt with difficult communication
though I need to help.

The student demonstrates good
communication skills almost all the
time, except the very difficult. They are
articulate, observant and empathic. They
give explanations and advice in
appropriate and structured ways. I rarely
need to repeat anything.

The student’s communication skills
are consistently competent. I don’t
need to be present and can rely on them
to communicate correctly and
empathically with my patient. I don’t need
to repeat anything. They are also
competent with difficult cases.

Procedural
Skills

I need to be in the room and assist
with the procedure. The student
knows most of the steps but forgets
significant aspects or their technique is
poor. I need to assist with prompting and
directions. They can describe potential
problems.

The student makes a good attempt
to perform a structured procedure.
May miss a few aspects and/or technique
may need to improve. I need to check/do
some things or give occasional prompts.
They know and try to avoid problems.

The student performs a wellstructured and smooth procedure.
All important aspects are covered. No
prompting is required. Generally I don’t
need to supervise closely. They know
how to obtain informed consent and they
avoid potential problems.

The student performs a competent
procedure covering all the
appropriate aspects with good technique.
I don’t need to be present in the room and
can rely on the technique. Patient comfort
is considered and informed consent
obtained.

Clinical
Judgement

The student is able to integrate
information from history and
examination to produce a DD but there
are significant deficits in the clinical
reasoning. I need to direct and assist
through the decision making process.

The student is able to produce a
reasonably correct DD but may not
make the correct provisional diagnosis.
The trainee will select some appropriate
investigations and management options.
They attempt to defend their reasoning.

The student generally generates a
correct diagnosis and DD. They
select appropriate investigation and
management most of the time. They can
usually defend their reasoning but require
occasional help.

The student consistently generates
a correct diagnosis and DD. They
usually select correct investigation and
management options. They can defend
their reasoning well and rarely require
help.

Professional
behaviours

The student has some knowledge
in aspects of law, ethics and
professionalism but applies this with
significant deficits. Requires guidance.
Demonstrates respect for others. Needs
reminding re patient centred care. Some
deficits in punctuality or attire. May have
an unexplained absence. Some
irresponsible behaviour.

The student can generally apply
concepts of law and ethics
correctly to cases. They have begun to
take on the professional identity. They
demonstrate only occasional lapses in
responsible behaviour and may require
some prompting. They respect others,
maintain patient confidentiality, are
appropriately attired and punctual.

The student demonstrates ethical
professional behaviour and
attitudes towards patients and colleagues
most of the time. They respect others and
preserve patient confidentiality all the
time. They have the professional identity
of the medical profession. They need
help with complex ethical cases. Always
punctual and correct attire.

The student always demonstrates
professional behaviour and
attitudes towards patients and
colleagues. They respect others and
preserve patient confidentiality all the
time. They have the professional identity
of the medical profession. They think
clearly through complex ethical cases.
Punctual and reliable.

Self-directed
Learning

8. Please indicate the level of competence currently achieved by the student for each major skill/EPA in the table below

The student takes little
responsibility for self-directed
learning. They need direction to find
information and encouragement to seek
learning opportunities. They don’t always
consult current best practice guidelines
and I often need to correct decisions.
They have poor self-reflection.

The student takes some
The student takes responsibility for
responsibility for their own learning.
their own learning. They pursue
They seek some learning opportunities. collaborative learning opportunities. They
They mostly make clinical decisions
generally make clinical decisions
informed by current scientific knowledge informed by current scientific knowledge
and best practice guidelines but I need to and best practice guidelines. They
correct some things. They conduct little
demonstrate some reflection regarding
self-reflection on their performance.
their performance.
Continued on Reverse

The student takes full responsibility
for their own learning. They actively
pursue collaborative learning
opportunities. They make clinical
decisions informed by current scientific
knowledge and best practice guidelines.
They demonstrate reflective thinking
regarding their performance.
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9. Supervisors OVERALL GRADE (NB. this is a Global Judgement of performance by the student during this term.)
Rate the student’s performance during the term

 Unsatisfactory
 Satisfactory with constructive feedback suggestions for improvement
 Satisfactory
 Excellent (where performance has been exceptional in all aspects)

Use the space below to;
• provide any comments on student engagement/attendance
• leave any comments/feedback about your grade (please
justify/explain if you tick anything other than ‘Satisfactory’)
Supervisors and students should note that the Phase 4 Chair has
the right to change the awarded grade.

Supervisor
Name:_______________________________________ Signature: ______________________ ______________

Date: ______________

10. Report reviewed by Phase 4 Chair
– comments and/or any issues to be followed up with student:

Name:_______________________________________ Signature: ______________________ ______________
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Date: ______________

Appendix B
Ethics approvals and documents for all nine sets of
data collection. (Table 9.1)
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Appendix B - Ethics approval and related documents for data collection
E1: Survey WBA Clinical Assessors 2016
Conducted Nov 2016 prior to any WBA changes to ascertain assessor’s perspective.
Method and results described in Chapter 4.2.
Please find the following:
•

Ethics Approval 11/10/2016

No. 2016/372

•

Invitation to potential participants (Copy of email)

•

Participant Information

•

Copy of full survey.
(NB. Not all questions were deemed relevant in the end to this research and those
results are not reported or discussed in this thesis.)
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Dear Professor Wilson,
I am pleased to advise that the application detailed below has been approved.
Ethics Number:

2016/372

Approval Date:

11/10/2016

Expiry Date:

10/10/2017

Project Title:

A study of the motivation and experience of clinical assessors engaged
in workplace based assessment of medical students

Researcher/s:

Rienits Helen; Wilson Ian

Documents
Approved:

Initial Ethics Application
Response rec. 10/10/2016
Invitation Letter V2 - 02/10/2016
Participant Information Sheet V2 - 02/10/2016
Survey V2 - 02/10/2016<br< td="">

The HREC has reviewed the research proposal for compliance with the National Statement
on Ethical Conduct in Human Research and approval of this project is conditional upon your
continuing compliance with this document. Compliance is monitored through progress
reports; the HREC may also undertake physical monitoring of research.
Approval is granted for a twelve month period; extension of this approval will be considered
on receipt of a progress report prior to the expiry date. Extension of approval requires:
•
•
•
•

The submission of an annual progress report and a final report on completion of your
project.
Approval by the HREC of any proposed changes to the protocol or investigators.
Immediate report of serious or unexpected adverse effects on participants.
Immediate report of unforeseen events that might affect the continued acceptability of
the project.

If you have any queries regarding the HREC review process or your ongoing approval please
contact the Ethics Unit on 4221 3386 or email rso-ethics@uow.edu.au.
Yours sincerely,

Colin Thomson
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(Email to be sent to potential participants including all the clinicians responsible for teaching and
assessing our medical students in hospitals and community. The Participant Information Sheet will be
attached. A PDF file of the survey will also be attached for those who prefer not to use Survey
Monkey. There will be a link embedded into the email to link to the online survey format through
Survey Monkey.)
Dear Clinical teachers and preceptors of UOW medical students,
I am conducting a survey of clinicians who perform clinical assessment of our medical students in the
workplace. This survey aims to investigate one of the most important but least understood ‘tools’ in
the assessment of medical trainees – the clinical assessor. Clinical assessment is seen as an essential
component of the examination process to determine whether a student is ready to proceed to the
next level of training and/or practice.
Each student will need to be assessed individually multiple times by clinically competent assessors.
Therefore many clinical assessors are required for these clinical assessments and this creates both
financial and logistical challenges for most institutions. Many institutions rely heavily on the ‘good
will’ of clinicians in order to conduct these assessments.
Why clinicians undertake to conduct assessment and how they feel about doing so has not been well
researched. This survey therefore aims to enable a better understanding of who our clinical
assessors are, why they conduct assessment, what they get out of it and what they find difficult
about clinical assessment. You have been sent this survey because you have undertaken Workplace
Based clinical assessment on medical students and we are very interested in hearing your views on
your motivation and experience. Your participation is entirely voluntary and anonymous.
This survey is available via Survey Monkey (see link) and should take approximately 20-30mins of
your time.
For those who prefer to complete it by hand, please download and print the attached file, complete
the survey and mail to: Dr Helen Rienits, GO3A, Bld. 28, University of Wollongong, Northfields Ave.
Wollongong. 2522. NSW. A Participant Information Sheet is also attached for your information.
A sample of our current WBA assessment form is attached should you wish to refer to it.
Ethics approval has been obtained from the University of Wollongong/Illawarra Shoalhaven Local
Health District Human Research Ethics Committee.
If you have any questions or comments, please feel free to contact me.

Dr Helen Rienits. (02) 42215634, helenr@uow.edu.au

Version No. 2
Date 2/10/16

Developed by: Helen Rienits
Supervised by: Professor Ian Wilson, Dean of the School of Medicine
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PARTICIPANT INFORMATION SHEET
TITLE: A study of the motivation and experience of clinical assessors engaged in workplace
based assessment of medical students.
PURPOSE OF THE RESEARCH
This survey aims to investigate one of the most important but least understood ‘tools’ in the
assessment of medical trainees. Clinical assessment is seen as an essential component of the
examination process to determine whether a student is ready to proceed to the next level of
training and/or practice. Each student will need to be assessed individually multiple times by
clinically competent assessors. Therefore many clinical assessors are required for these clinical
assessments. Many institutions rely heavily on the ‘good will’ of clinicians in order to conduct these
assessments. Why clinicians undertake to conduct assessment and how they feel about doing so
has not been well researched. This survey aims to enable a better understanding of who our
clinical assessors are, why they conduct assessment, what they get out of it and what they find
difficult about clinical assessment.
SUPERVISOR
Professor Ian Wilson, School of Medicine, SMAH, UOW
INVESTIGATOR
Dr Helen Rienits Academic Leader Clinical Skills, Graduate Medicine, SOM, SMAH, UOW
Phone: (02) 42215634 Email: helenr@uow.edu.au Office: UOW Wollongong, Bld. 28, GO3A.
This survey forms part of my research on ‘The Clinical Assessor’ for my PhD studies in which I am
hoping to show that designing clinical assessment to better suit the assessor will improve reliability.
METHOD AND DEMANDS ON PARTICIPANTS
You have been sent this survey because you have undertaken Workplace Based clinical
assessment on medical students and I am very interested in hearing your views on your motivation
and experience. Your participation is entirely voluntary and anonymous. This survey is available in
a printable format for those who prefer to complete it in writing and via Survey Monkey for those
who prefer to complete it online. Your participation in this optional survey is taken as tacit consent
for me to use the data contained therein.
POSSIBLE RISKS, INCONVENIENCES AND DISCOMFORTS
The survey should take approximately 20-30 minutes to complete. Apart from the time taken to
complete the survey, I can foresee no risks for you. Your involvement in the study is voluntary and
you may withdraw your participation from the study by not completing or submitting your survey. If
you decide not to participate in the study, it will not affect your relationship with the University of
Wollongong. As the survey is anonymous, I will not be able to identify your questionnaire, and
hence will not be able to withdraw your data after you have submitted your response.
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BENEFITS OF THE RESEARCH
As part of the mission of Graduate Medicine at UOW, it is important to graduate medical students
who are of excellent standard particularly in regard to future practice in regional, rural and remote
Australia. It is therefore important for the communities we serve that we are both fair and rigorous
in our assessment practices. Participation in this study may not directly benefit you, however the
more we understand the clinical assessor and design the assessment to suit, the more reliable the
assessment can be, and the greater the use that will be made of your clinical expertise.
CONFIDENTIALITY AND DATA SECURITY
Your responses will be anonymous. It is intended that the findings may be presented in
conferences and journal publications. Please note that individuals will not be identified in any
reports or publications arising from this research. Original data will be safely stored at the UOW for
five years.
ETHICS REVIEW AND COMPLAINTS
This study has been reviewed by the Human Research Ethics Committee of the University of
Wollongong. If you have any concerns or complaints regarding the way this research has been
conducted, you can contact the UOW Ethics Officer.
Contact details for the Ethics Committee: Email rso-ethics@uow.edu.au Phone 0242 213386
If you would like further information about this study please contact Investigator Dr Helen Rienits
on phone number (02) 4221 5634 or email to helenr@uow.edu.au

Version 2

Date 2/10/16

Developed by: Helen Rienits
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Supervised by: Prof. Ian Wilson

Survey Title:
A study of the motivation and experience of clinical assessors engaged in workplace based
assessment of medical students.
Supervisor: Professor Ian Wilson, School of Medicine
Investigator: Dr Helen Rienits. Academic Leader Clinical Skills, School of Medicine,
Faculty of Science, Medicine and Health, University of Wollongong
This survey aims to investigate one of the most important but least understood ‘tools’ in the
assessment of medical trainees - the Clinical Assessor.
Completion of this survey is entirely voluntary and your participation or otherwise will not
affect your relationship with the University of Wollongong.
This survey is anonymous and you will not be asked for any identifying details.
Ethics approval has been obtained from the University of Wollongong/Illawarra Shoalhaven
Local Health District Human Research Ethics Committee
Thank you so much for completing this survey. If you have any questions or comments,
please feel free to contact me.
Dr Helen Rienits. (02) 42215634, helenr@uow.edu.au
Version No: 2
Date: 2/10/16

Version control: Dr Helen Rienits
Supervised by: Professor Ian Wilson, School of Medicine
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Please indicate which answer best applies to you:
1. Your Biodata: (Please indicate one) Sex:

Male ⃝

Female ⃝

Your Age Group:
<25yrs ⃝

25-30yrs ⃝

31-40yrs ⃝

41-50yrs ⃝

51-60yrs ⃝

61-70yrs ⃝

>70yrs ⃝

Number of years since your undergraduate clinical degree (MB.BS):
<5yrs ⃝

6-10yrs ⃝

11-20yrs ⃝

>20yrs ⃝

2. Your experience with Workplace Based Assessment (WBA) for medical students
Type of Formative WBA
(Formative assessment does not count
towards pass/fail for the phase but is used
for feedback to the trainee)
CEX-S (Clinical Examination – Student)

Approximate number of students you have assessed
in the last 3 years
0- 15
16 – 50
>50

⃝

⃝

⃝

SPR (Student Performance Review)

⃝

⃝

⃝

CBD (Case Based Discussions) / Long Case

⃝

⃝

⃝

Case Write Up (Clerking)

⃝

⃝

⃝

Type of Summative WBA
(Summative assessment counts towards the
pass/fail criteria for the phase, is
compulsory and recorded by the institution)
CEX-S (Clinical Examination – Student)
SPR (Student Performance Review)

Level of student progress:
Please indicate which Phase(s) you are
involved in assessing in the workplace.

Approximate number of students you have assessed
in the last 3 years
0- 15
16 – 50
>50

⃝

⃝

⃝

⃝

⃝

⃝

Phase 2
Hospital

Phase 3
GP

Phase 4
Hospital

⃝

⃝

⃝
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3. Regarding your training to be a clinical assessor for Workplace Based Assessment

(WBA) for medical students
SD = Strongly Disagree, D = Disagree, N = Neutral, A = Agree, SA = Strongly Agree, N/A = Not Applicable

Please indicate the degree to which you agree with
these statements:
3.1 I have received initial training to assess medical
students in WBA

SD

D

N

A

SA

N/A

3.2 I have received ongoing training to assess
medical students in WBA
3.3 The training I have received has been very
useful and helpful for WBA
3.4 I would like more training in assessing medical
students in WBA
3.5 I would like to attend training but there are
constraints on my time
3.6 I would attend training if it was appropriately
remunerated
3.7 I would participate in training if it was available
online
3.8 I would prefer apprenticeship type training for
WBA. (i.e. I would like to work with an
experienced assessor)
3.9 Training is not necessary because as clinicians,
we know what clinical competence is and can
assess it in the workplace
3.10 Assessor training improves the reliability of
assessment of medical students in WBA

Any other comments on training for WBA? Where did your training occur? E.g. Hospital, GP
practice, Wollongong campus, other.
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4. Regarding your motivation to undertake Workplace Based Assessment (WBA) for

medical students
SD = Strongly Disagree, D = Disagree, N = Neutral, A = Agree, SA = Strongly Agree, N/A = Not Applicable

Please indicate the degree to which you agree with
these statements:
4.1 I am paid to teach medical students and
assessment is part of the job

SD

D

N

A

SA

N/A

4.2 I am expected to conduct WBA as part of my
work at this clinic/practice
4.3 I believe that assessing medical students is an
important professional responsibility of every
clinician whether paid to do so or not
4.4 I enjoy teaching medical students and
assessment helps me to see their progress
4.5 I enjoy clinical assessment as it is interesting
and challenging
4.6 I find engaging in clinical assessment helps me
in my own clinical work
4.7 I find I am getting better at clinical assessment
as I become more experienced with it
4.8 I would like to do more teaching and
assessment of medical students
4.9 Patients respect doctors who are also engaged
in assessing medical students
4.10 I think WBA particularly is very important and
an essential component of the overall assessment
process

Any other comments on your motivation for undertaking WBA? What do you enjoy about it?
What do you get out of it?
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5. Regarding the current types of Workplace Based Assessment (WBA) and the forms

or mark sheets (see samples attached)
SD = Strongly Disagree, D = Disagree, N = Neutral, A = Agree, SA = Strongly Agree, N/A = Not Applicable

Please indicate the degree to which you agree with
these statements:
5.1 I think the current types of WBA (CEX-S and
SPR) are appropriate for WBA

SD

D

N

A

SA

N/A

5.2 I often don’t really understand what I am
supposed to be assessing
5.3 I find it easy to use the current types of WBA to
assess students
5.4 I find it quick and easy to fill in the forms as
they are at present
5.5 It is difficult to assess and describe
professionalism using these WBA types
5.6 I don’t understand the language of the formsthere is too much ‘university jargon’ and it is not
applicable to the clinical setting
5.7 It feels like just a tick box exercise and it is
difficult to describe the student’s performance
with these forms
5.8 I know what I want to assess re a student’s
clinical performance but these forms do not allow
me to express what I think
5.9 I don’t have any problems with knowing what
to expect of the student at the level I am assessing
them
5.10 I find it hard to know what is ‘satisfactory’ in
these assessments for a student at this level and I
would like clearer guidelines

Any other comments on the types of WBA and the forms you use? How could they be better?
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6. At UOW it is extremely rare for a student to receive an ‘unsatisfactory’ grade in

either a CEX-S or an SPR. Many students in fact receive almost all ‘Excellent’
grades. Why do you think this happens?
SD = Strongly Disagree, D = Disagree, N = Neutral, A = Agree, SA = Strongly Agree, N/A = Not Applicable

Please indicate the degree to which you agree with
these statements:
6.1 All our students are very good and deserve
‘Satisfactory’ or ‘Excellent’

SD

6.2 The marking sheets and these judgemental
terms are meaningless
6.3 The student sees the mark sheets and assessors
do not want to give offense
6.4 The assessment is seen as a bit of a joke by
many students and assessors
6.5 The assessors are pressured by the students to
give them good grades
6.6 The students seek out assessors who are a ‘soft
touch’
6.7 The students ask for assessment on a subject
that is easy for them
6.8 Assessors are not comfortable about giving a
poor report on a student as they do not want to
jeopardise the student’s career
6.9 Assessors see learning as a continuum and this
type of assessment, as a point along the way,
should not be about pass/fail decisions
6.10 I would never fail a student in these
assessments
Any other comments on why our students rarely ever ‘fail’ WBA?
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D

N

A

SA

N/A

7. Regarding giving feedback and discussing the result of the assessment with the

student
SD = Strongly Disagree, D = Disagree, N = Neutral, A = Agree, SA = Strongly Agree, N/A = Not Applicable

Please indicate the degree to which you agree with
these statements:
7.1 I enjoy giving feedback to the student
afterwards about their performance

SD

D

N

A

SA

7.2 I don’t feel qualified and would like more
training to give better feedback
7.3 I find it hard to give negative feedback to a
student who performed poorly as I don’t like
upsetting them
7.4 I find it difficult if the student becomes
defensive after negative feedback
7.5 I have occasionally felt threatened by a student
when giving them negative feedback
7.6 I am uncomfortable about making a pass/fail
decision on the student
7.7 I find it hard to fail a student if I have to tell
them and/or go on working with them
7.8 I think students should get immediate feedback
from the assessor on all assessments both
formative and summative
7.9 I am happy to give feedback on formative
assessment tasks but summative assessment
results should be conveyed by the medical school
7.10 I think good feedback on clinical performance
is a powerful learning tool for the student

Any other comments on giving feedback or discussing the assessment results with the
student?
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N/A

8. Regarding reporting on student performance to the medical school
SD = Strongly Disagree, D = Disagree, N = Neutral, A = Agree, SA = Strongly Agree, N/A = Not Applicable

Please indicate the degree to which you agree with
these statements:
8.1 I am happy to make a pass/fail decision
regarding the student’s performance

SD

D

N

A

8.2 I often develop a mentor type relationship with
my students and that makes it difficult to report
objectively
8.3 I am quite comfortable about giving a poor
report on a student to the school
8.4 I have never given a poor report on a student
because they are all ‘satisfactory’
8.5 I am not comfortable about giving a poor report
because the student sees the report
8.6 I would be more honest in my written
comments to the school if my report was
confidential (i.e. not shown to the student)
8.7 If I fail my student, I feel that it will reflect
badly on me as a teacher
8.8 I would prefer to do summative WBA on
someone else’s student and have other preceptors
assess my student
8.9 I would prefer not to do summative WBA at all
but would be happy to simply give a progress
report in some form when required
8.10 I would like to be able to discuss an
underperforming student with the medical school
well ahead of assessment

Any other comments on reporting student performance to the medical school?
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SA

N/A

9. Regarding any difficulties you find in conducting WBA on medical students in your

clinical practice
SD = Strongly Disagree, D = Disagree, N = Neutral, A = Agree, SA = Strongly Agree, N/A = Not Applicable

Please indicate the degree to which you agree with
these statements:
9.1 WBA (observing student + marking + giving
feedback) takes quite a bit of time to do properly
and it impacts on my clinical work
9.2 I find I do not really have the time to do WBA
properly so I cut it short

SD

D

N

A

SA

N/A

9.3 I would devote more time to WBA if my time
was adequately remunerated
9.4 I find the mental work load of WBA is taxing as
it requires intense concentration
9.5 I don’t have any problems finding time and
place to assess the students that I teach
9.6 I don’t have any problems finding suitable
patients for CEX-S assessments
9.7 As a preceptor for a student, I find that I
develop a mentor/ coach relationship with them
and this makes it hard to also be their assessor
9.8 I would prefer to do less WBAs as they are
difficult to arrange/ conduct
9.9 I would like some feedback from the medical
school on my performance as a clinical assessor
9.10 I feel the medical school adequately respects
and utilises my clinical expertise in its WBAs for
medical students

Any other comments or aspects you find difficult about WBA? What would you like to tell us?
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10. Regarding inherent (and often unconscious) bias in clinical assessors
SD = Strongly Disagree, D = Disagree, N = Neutral, A = Agree, SA = Strongly Agree, N/A = Not Applicable

Please indicate the degree to which you agree with
these statements:
10.1 “Male assessors favour female students and
female assessors favour male students”

SD

10.2 “Female medical students are less use to the
medical workforce because they will take time out
to care for children and only work part time”
10.3 “Coloured medical students are less
competent than whites and the darker the colour
the less competent they are”
10.4 “Disabled students are deemed less
competent than able bodied students”
10.5 “Students for whose English is poor are likely
to be deemed less competent than good English
speakers.”
10.6 “Medical professionals have learnt to treat
patients without bias and hence can assess the
student’s performance without bias”
10.7 “Clinical assessors who are aware of any
inherent bias they may have can compensate for or
manage this bias”
10.8 “When assessing their student in WBA,
assessors tend to mark according to what they
have come to expect of that student”
10.9 “Individuals and organisations that believe
they are objective often exhibit the most bias.”
10.10 “Most clinical assessments are more
subjective than objective”

Any other comments on bias in clinical assessment?

Thank you - The End
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D

N

A

SA

N/A

Appendix B - Ethics approval and related documents for data collection
E2: Interviews WBA Clinical Assessors 2017
Conducted July 2017 prior to WBA changes implementation.
Method and results described in Chapter 5.
Please find the following:
•

Ethics Approval 30/5/2017 No. 2017/239

•

Invitation to potential participants (Copy of email)

•

Participant Information

•

Consent form for participants

•

Copy of questions asked with notes
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Dear Professor Wilson,
I am pleased to advise that the application detailed below has been approved.
Ethics Number:

2017/239

Approval Date:

30/05/2017

Expiry Date:

29/05/2018

Project Title:

Interview Clinical Assessors

Researcher/s:

Rienits Helen; Wilson Ian

Documents Approved:

Ethics Application
Invitation letter to participants V1 - 04/04/2017
Participant Information Sheet V2 - 24/05/2017
Consent Form V1 - 04/04/2017
Response to review - 24/05/2017
Semi-structured Interview Questions V1 - 10/05/2017

Sites:
Site

Principal Investigator
for Site

University of Wollongong and extended campus sites
where medical students are placed

Dr Helen Rienits

The HREC has reviewed the research proposal for compliance with the National Statement
on Ethical Conduct in Human Research and approval of this project is conditional upon your
continuing compliance with this document. Compliance is monitored through progress
reports; the HREC may also undertake physical monitoring of research.
Approval is granted for a twelve month period; extension of this approval will be considered
on receipt of a progress report prior to the expiry date. Extension of approval requires:
•
•
•
•

The submission of an annual progress report and a final report on completion of your
project.
Approval by the HREC of any proposed changes to the protocol or investigators.
Immediate report of serious or unexpected adverse effects on participants.
Immediate report of unforeseen events that might affect the continued acceptability of
the project.

If you have any queries regarding the HREC review process or your ongoing approval please
contact the Ethics Unit on 4221 3386 or email rso-ethics@uow.edu.au.
Yours sincerely, Dr Susan Thomas,
Chair, UOW & ISLHD Health and Medical Human Research Ethics Committee
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Dear Doctor,
You are being sent this letter because you undertake clinical assessment on undergraduate
medical students for the Graduate Medicine program at the University of Wollongong. We really
value your contribution to our program and are keen to understand your perspective of the role.
This is an invitation to participate in an interview to ascertain your views and opinions about clinical
assessment of undergraduates in the workplace.
The interview will consist of 6 broad questions which will be sent to you in advance should
you wish to have time to consider your answers. This is a ‘semi-structured’ interview process which
allows you to expand on your answers and opinions as you wish. The interview will be recorded
and transcribed. A typed copy of your answers will be provided to you for you to alter or withdraw if
you wish. Your answers will then be collated with others and thematically analysed to gain as
much understanding as possible about the role and the difficulties of a clinical assessor in the
workplace.
These interviews form part of my research on ‘The Clinical Assessor’ by which I hope to be
able to improve our knowledge about clinical assessors and thence improve our assessment
processes to better suit the assessor (whose opinion has rarely been consulted until now). The
Participant Information, Consent Form, and the Interview Questions are attached.
I anticipate that this interview will take approximately 1 hour and I am willing to come to you
at whatever time and place is convenient for you during the time I am in your area. We will need a
relatively quiet place for the interview because of the recording equipment. I do appreciate how
busy you are and am grateful for your time. If you agree to consider this interview, please indicate
by return email and I will organise to visit you at the time and place agreed. I will bring printed
copies with me of the attached forms.
Thank you for considering this request,
Yours sincerely
Helen Rienits.

Version1

Date: 04/04/2017 Developer: Helen Rienits, Supervisor: Professor Ian Wilson
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PARTICIPANT INFORMATION SHEET
TITLE: Interviews of Clinical Assessors 2017
PURPOSE OF THE RESEARCH
This interview aims to investigate the opinions of experienced clinicians engaged in clinical
assessment of undergraduates in the workplace for students in the Graduate Medicine program at
UOW. The interviews form part of a broader study on performance based (clinical) assessment in
medical school and will seek your opinion regarding the purpose, quantity, quality, reliability and
do-ability of our WBA (Workplace Based Assessment). The intention is to gain a clinician assessor
perspective of our WBA and to ascertain their views on some of the problems and difficulties..
It is important that the introduction of any changes in assessment are not only undertaken to better
assess the trainee but are also acceptable to all stakeholders including the assessor themselves.
SUPERVISOR
Professor Ian Wilson, Director of Teaching and Learning, School of Medicine, SMAH, UOW
INVESTIGATOR
Dr Helen Rienits Academic Leader Clinical Skills, Graduate Medicine, SOM, SMAH, UOW
Phone: (02) 42215634 Email: helenr@uow.edu.au Office: UOW Wollongong, Bld. 28, GO3A.
This survey forms part of my research on ‘The Clinical Assessor’ for my PhD studies in which I am
hoping to show that designing clinical assessment to better suit the assessor will improve reliability.
METHOD AND DEMANDS ON PARTICIPANTS
The interview will consist of 6 broad questions which will be sent to participants in advance
should they wish to have time to consider their answers. The interview will be recorded and
transcribed. A typed copy of their answers will be provided to them for them to adjust or alter if they
wish. The transcripts will not be identified with names or positions but will have a number code.
The answers will be collated and thematically analysed to gain as much of a consensus view as
possible. Participation will be voluntary and participants will be asked to sign a consent form for the
use of their answers including deidentified individual quotes and statements. Participation or
otherwise in this research will not affect participant’s relationship with Graduate Medicine and the
University of Wollongong in any way.
POSSIBLE RISKS, INCONVENIENCES AND DISCOMFORTS
The interview should take approximately I hour to complete and will be conducted at the
participant’s place and time of choice. Apart from the time taken to complete the interview, I can
foresee no risks for participants. Participant’s responses will be identifiable with a number code.
They will be able to withdraw from the study prior to the interview. Following the interview and
receipt of their transcript, participants will be able to withdraw their response at any time up to 31st
Dec 2017.
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BENEFITS OF THE RESEARCH
Participation in this study may not directly benefit the participant, however the more we understand
the ’Clinical Assessor’, the better we are able to design clinical assessment to improve reliability
and ensure greater patient safety for the future.
CONFIDENTIALITY AND DATA SECURITY
It is intended that the findings may be presented in conferences and journal publications. Please
note that individuals will not be identified in any reports or publications arising from this research.
Original data will be safely stored at the UOW for five years. Audio recordings will be deleted after
transcription.
ETHICS REVIEW AND COMPLAINTS
This study has been reviewed by the Human Research Ethics Committee of the University of
Wollongong. If you have any concerns or complaints regarding the way this research has been
conducted, you can contact the UOW Ethics Officer.
Contact details for the Ethics Committee: Email rso-ethics@uow.edu.au Phone 0242 213386
If you would like further information about this study please contact Investigator Dr Helen Rienits
on phone number (02) 4221 5634 or email to helenr@uow.edu.au

Version 2

Date: 24/05/2017 Developer: Helen Rienits, Supervisor: Professor Ian Wilson
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CONSENT FORM FOR PARTICIPANTS
RESEARCH TITLE: Interviews of Clinical Assessors 2017
RESEARCHER/S:

SUPERVISOR Professor Ian Wilson, Director of Teaching and Learning, SOM, SMAH, UOW.
INVESTIGATOR Dr Helen Rienits, Academic Leader Clinical Skills, SOM, SMAH, UOW
I have been given Participant Information about the ‘Interviews of Clinical Assessors 2017’ and
discussed the research project with Dr Helen Rienits who is conducting this research as part of a
PhD supervised by Professor Ian Wilson, SOM, SMAH, UOW. I have been sent the questions in
advance and have had time to consider my answers if I wish.
I have been advised of the potential risks and burdens associated with this research, which include
taking 1 hour of my time to answer some questions and have had an opportunity to ask Dr Rienits
any questions I may have about the research and my participation.
I understand that my participation in this research is voluntary, I am free to refuse to participate
and I am free to withdraw from the research at any time. My refusal to participate or my withdrawal
of consent will not affect my relationship with the University of Wollongong,
If I have any enquiries about the research, I can contact Dr Rienits (4221 5634) and Professor
Wilson (4221 3563) or if I have any concerns or complaints regarding the way the research is or
has been conducted, I can contact the Ethics Officer, Human Research Ethics Committee, Office
of Research, University of Wollongong on 4221 3386 or email rso-ethics@uow.edu.au.
By signing below I am indicating my consent to engage in an interview as a clinical assessor of
WBA in Graduate Medicine at UOW. I understand that the interview will be recorded and
transcribed. I understand that a typed copy of my answers will provided for me to review, correct or
withdraw if I wish.
I understand that the data collected from my participation will be used for purpose of the PhD
thesis and possible publication as part of the wider research and I consent for it to be used in that
manner.
Signed.......................................................................

Date ......./....../……

Name ………………………………………………….

Version1

Date: 04/04/2017 Developer: Helen Rienits, Supervisor: Professor Ian Wilson
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Questions for semi-structured interview of Clinical Assessors
NB. In Nov 2016, clinicians who assess for Graduate Medicine at UOW were invited to complete a
survey regarding their thoughts on being a ‘Clinical Assessor’ for WBA (Workplace Based
Assessment). The following questions are based on some of the interesting results of that survey and
are designed to explore a few of the issues in more depth.

1. On training of assessors for WBA
Most clinical assessors said that training improves reliability of assessment but
relatively few had received training and most wanted more. Most said that
insufficient time and money were issues preventing them accessing training. There
was some anger about the lack of training provided by the school and 3 said they
had had to ask the student how to fill in the form!
What do you see are the advantages of training in conducting WBA? What do you
think training should cover and how should we do it?

2. On motivation for conducting WBA
72% said they had to do assessment because it was part of their job but over 85%
also said they found it: enjoyable, interesting, challenging, and believe it is
important. Most see it as a responsibility of all clinicians.
Why do you engage in teaching and assessing medical students? Do you think that
younger doctors do not have as strong an ethic regarding teaching (and assessing)?

3. On grades: excellent v unsatisfactory grades in WBA
We have a problem with so many students getting excellent and none failing.
(Current figures on average show: no failures, 30% satisfactory and 70% excellent.)
Many assessors believe that students seek out ‘soft’ assessors and do not submit
failed assessments. They also said they find it hard to fail the student if the student
sees the marks.
Why do you think so many of our students get ‘excellent’ grades and why are
assessors are so reluctant to fail?
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4. On giving feedback
80% enjoy giving feedback but 65% don’t feel qualified to give it. 94% see feedback
as a powerful learning tool but most think the med school should convey summative
results. Many find it hard if the student becomes defensive and 12% have actually
felt threatened by a student when giving negative feedback.
How do you feel about giving feedback on the performance of the student in an
assessment? If the assessment is summative, who do you think should give the
student the results?

5. On reporting to the medical school
While most say they are happy to give a poor report on a student, they also find this
very difficult to do if the student sees the result (especially if they have an ongoing
mentor relationship to maintain). 44% said they would be more honest if it was
confidential. 23% don’t want to do summative assessment and 85% would like to be
able to discuss an underperforming student with the school (early in the phase).
If you have a student who is underperforming, how do you think this should be
best handled? How significant to you is the mentor relationship and how does this
effect WBA?

6. On difficulties conducting WBA
73% felt that having to do WBA impacts on their time and work and many reported
cutting WBA short because of this. 48% find it hard to get the time and the place and
21% feel it is a heavy mental workload. 74% want feedback from the medical school
on their performance as an assessor and would like to understand more about the
place WBA has in overall assessment.
What do you see are the major problems or difficulties in conducting WBA?

7. Regarding bias in subjective assessment
How do you recognise when you are biased for or against a student and how do
you try to compensate for this?

Version1

Date: 10/05/2017 Developer: Helen Rienits, Supervisor: Professor Ian Wilson
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Appendix B - Ethics approval and related documents for data collection
E3: Survey OSCE Clinical Assessors 2017
Conducted July April – June 2017at the Summative OSCEs.
Method and results described in Chapter 4.3.
Please find the following:
•

Ethics Approval 28/2/2017

No. 2017/044

•

Invitation to potential participants (Note on OSCE assessor information )

•

Participant Information

•

Copy of survey questions (not all deemed relevant to this research)
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Dear Professor Wilson,
I am pleased to advise that the application detailed below has been approved.
Ethics Number:

2017/044

Approval Date:

28/02/2017

Expiry Date:

27/02/2018

Project Title:

Clinical assessor Summative OSCE Survey 2017

Researchers:

Wilson Ian; Rienits Helen

Documents Approved:

UoW Application V2, 24/02/2017
Clinical Assessor Participant Information 24/02/2017
Clinical Assessor Survey Form 10/02/2017
Investigator Information for Helen Rienits and Ian Wilson

Sites:
Site

Principal Investigator for Site

University of Wollongong

Professor Ian Wilson

The HREC has reviewed the research proposal for compliance with the National Statement
on Ethical Conduct in Human Research and approval of this project is conditional upon your
continuing compliance with this document. Compliance is monitored through progress
reports; the HREC may also undertake physical monitoring of research.
Approval is granted for a twelve month period; extension of this approval will be considered
on receipt of a progress report prior to the expiry date. Extension of approval requires:
•
•
•
•

The submission of an annual progress report and a final report on completion of your
project.
Approval by the HREC of any proposed changes to the protocol or investigators.
Immediate report of serious or unexpected adverse effects on participants.
Immediate report of unforeseen events that might affect the continued acceptability of
the project.

If you have any queries regarding the HREC review process or your ongoing approval please
contact the Ethics Unit on 4221 3386 or email rso-ethics@uow.edu.au.
Yours sincerely,

Susan Thomas
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Dear OSCE Assessor,
Thank you for your willingness to participate as a Clinical Assessor in the 2017 Summative OSCEs
for undergraduate medical students at the University of Wollongong. Following the OSCE this year
you will be invited to complete a survey on some of the aspects of being an Assessor for student
examinations of clinical performance. This survey is anonymous and your completion is entirely
voluntary. It should take approximately 10mins of your time. The survey form will be available with
your registration papers and you will be asked to place the completed form at the end of the day in
a box separate to all other returned OSCE papers before you leave the building.

PARTICIPANT INFORMATION SHEET
TITLE: Clinical Assessor Summative OSCE Survey 2017
PURPOSE OF THE RESEARCH
This survey aims to investigate the opinions of clinicians assessing undergraduate medical
students in the Summative OSCEs in 2017. The survey forms part of a broader study on
performance based (clinical) assessment in medical school. It covers five main topic areas:
•
•
•
•
•

The motivation of the assessor to volunteer to assess for UOW OSCEs
The preparation and training they received for the assessment
The difficulties they experience as OSCE assessors at UOW
The feedback they receive on their performance as assessors
The factors that they feel may affect their assessment decisions

SUPERVISOR
Professor Ian Wilson, School of Medicine, SMAH, UOW
INVESTIGATOR
Dr Helen Rienits Academic Leader Clinical Skills, Graduate Medicine, SOM, SMAH, UOW
Phone: (02) 42215634 Email: helenr@uow.edu.au Office: UOW Wollongong, Bld. 28, GO3A.
This survey forms part of my research on ‘The Clinical Assessor’ for my PhD studies in which I am
hoping to show that designing clinical assessment to better suit the assessor will improve reliability.
METHOD AND DEMANDS ON PARTICIPANTS
You will be asked to complete this survey following your participation in the Summative OSCE as a
clinical assessor. Your participation is entirely voluntary and anonymous. This survey will be
included with your OSCE package of assessment papers available at registration prior to the
OSCE. You will be asked to place your completed anonymous form in a box separate to all other
papers for return at the end of the day. Your participation in this optional survey is taken as tacit
consent for me to use the data contained therein. Your participation or otherwise in this research
will not affect your relationship with Graduate Medicine and the University of Wollongong in any
way.
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POSSIBLE RISKS, INCONVENIENCES AND DISCOMFORTS
The survey should take approximately 10 minutes to complete. Apart from the time taken to
complete the survey, I can foresee no risks for you. Your involvement in the study is voluntary and
you may withdraw your participation from the study by not completing or submitting your survey. If
you decide not to participate in the study, it will not affect your relationship with the University of
Wollongong. As the survey is anonymous, I will not be able to identify your questionnaire, and
hence will not be able to withdraw your data after you have submitted your response.
BENEFITS OF THE RESEARCH
Participation in this study may not directly benefit you, however the more we understand the
’Clinical Assessor’, the better we are able to design clinical assessment to improve reliability and
ensure greater patient safety for the future.
CONFIDENTIALITY AND DATA SECURITY
Your responses will be anonymous. It is intended that the findings may be presented in
conferences and journal publications. Please note that individuals will not be identified in any
reports or publications arising from this research. Original data will be safely stored at the UOW for
five years.
ETHICS REVIEW AND COMPLAINTS
This study has been reviewed by the Human Research Ethics Committee of the University of
Wollongong. If you have any concerns or complaints regarding the way this research has been
conducted, you can contact the UOW Ethics Officer.
Contact details for the Ethics Committee: Email rso-ethics@uow.edu.au Phone 0242 213386
If you would like further information about this study please contact Investigator Dr Helen Rienits
on phone number (02) 4221 5634 or email to helenr@uow.edu.au

Version2

Date: 22/02/2017 Developer: Helen Rienits, Supervisor: Professor Ian Wilson
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Clinical Assessor Summative OSCE Survey 2017
SD = Strongly Disagree, D = Disagree, N = Neutral, A = Agree, SA = Strongly Agree
1.

On your motivation to volunteer to assess medical students at the OSCE for UOW
Please indicate the most appropriate box with an ‘ X ‘
SD
D
N

A

SA

A

SA

I think clinical assessment of trainees is very important
I enjoy the day and the opportunity to interact with my peers
I find assessment interesting and enjoy the challenge
Assessment for the OSCE is part of my role/job with UOW
All clinicians should engage in teaching / assessing if available
It is my duty to the future patients of these students
Any other comments regarding your motivation to volunteer?

2.

On the preparation and training you have received for OSCE assessment from UOW
Please indicate the most appropriate box with an ‘ X ‘
SD
D
N
The training I completed helped me to know the standards
The information pack was useful and I felt well prepared
The briefing today was important and very helpful
I would like more training on OSCE assessment
I think assessor training improves reliability of OSCE marks
I find assessor training improved my confidence in marking
Any other comments regarding training, information and briefing?

3.

On the difficulties you experience as an OSCE assessor for UOW
Please indicate the most appropriate box with an ‘ X ‘
I find it hard to know the expected standard from the paperwork
I find it becomes easier with more experience at assessment
I find assessing for more than 5 hours (2 long rounds) very tiring
I feel it is hard to sustain concentration for a whole day
I find it difficult to assess outside my specialist area
I am not confident about failing a student for poor performance
I find making a ‘Global Judgement’ difficult
Any other comments on difficulties you experience as an assessor?
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SD

D

N

A

SA

4.

On feedback on my performance as an OSCE assessor for UOW
Please indicate the most appropriate box with an ‘ X ‘

SD

D

N

A

SA

D

N

A

SA

I found the graphs of my marks compared to others, very helpful
I was surprised at my position on the feedback graph
I would like more feedback on my assessing
I would like some feedback on the overall student performance
I would like to know more about the process for failing students
It is hard not to help the student with prompts in the station
Any other comments on our feedback to you as an assessor?

5.

On factors that may affect my assessment decisions in OSCEs ( Note: N=100)
Please indicate the most appropriate box with an ‘ X ‘
SD
If the student is very good at some aspect (eg. Communication) I tend
to give them good grades for other aspects too.
If the first student is very good, I think I tend to mark the following
0students a bit harder than is fair
I sometimes ignore the ‘mark criteria’ and mark according to what I
think is important in the station
I prefer changing stations during the day as it helps concentration
Any other comments on things that may affect your decision making?

6.

Please indicate the relevant box: Gender: Male
Age Group: <40yrs

7.

Any general comments you would like to make on being an OSCE assessor?

Thank you for completing this survey.

Female
40yrs+

Dr Helen Rienits

APPENDICES Page 60

Appendix B - Ethics approval and related documents for data collection
E4: Survey Student re WBA in 2017
Conducted May-Jun 2017 prior to any WBA changes to ascertain student’s perspective.
Method and results described in Chapter 7.4.
Please find the following:
•

Ethics Approval 7/2/2017

No. 2017/030

•

Invitation to potential participants (Copy of email)

•

Participant Information

•

Copy of survey.

(NB. This little survey was administered just after the student’s formative OSCE)
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Dear Professor Wilson,
I am pleased to advise that the application detailed below has been approved.
Ethics Number:

2017/030

Approval Date:

07/02/2017

Expiry Date:

06/02/2018

Project Title:

Peer Clinical Assessors OSCE 2017

Researchers:

Rienits Helen; Wilson Ian

Documents Approved:

UOW Application Peer Assessor 2017
Student Instructions & Invitation V1 16/01/2017
Peer assessor OSCE Survey PI V1 16/01/2017
Peer Assessor OSCE Survey Phase 1 V1 16/01/2017
Peer Assessor OSCE Survey Phase 2 & 3 V1 16/01/2017

Sites:
Site

Principal Investigator for Site

University of Wollongong

Ian Wilson

The HREC has reviewed the research proposal for compliance with the National Statement
on Ethical Conduct in Human Research and approval of this project is conditional upon your
continuing compliance with this document. Compliance is monitored through progress
reports; the HREC may also undertake physical monitoring of research.
Approval is granted for a twelve month period; extension of this approval will be considered
on receipt of a progress report prior to the expiry date. Extension of approval requires:
•
•
•
•

The submission of an annual progress report and a final report on completion of your
project.
Approval by the HREC of any proposed changes to the protocol or investigators.
Immediate report of serious or unexpected adverse effects on participants.
Immediate report of unforeseen events that might affect the continued acceptability of
the project.

If you have any queries regarding the HREC review process or your ongoing approval please
contact the Ethics Unit on 4221 3386 or email rso-ethics@uow.edu.au.
Yours sincerely,
Susan Thomas
Chair, UOW & ISLHD Health and Medical Human Research Ethics Committee
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Evaluation (Invitation note to students sent ahead of the survey)
Students will be invited to complete a brief evaluation form of this activity at the end of the Debrief. This is
entirely voluntary and anonymous however we would value your feedback on this exercise, especially from
the perspective of being peer assessors.
Participant information and Ethics approval for this research will be available ahead of the lesson and is
attached below.

PARTICIPANT INFORMATION SHEET
TITLE: Peer clinical assessors in the practice / formative OSCEs 2017
PURPOSE OF THE RESEARCH
This survey aims to investigate the opinions of students assessing their peers in a practice OSCE
in class. The survey forms part of a broader study on performance based (clinical) assessment in
medical school. It covers four main topic areas: the student experience of the clinical assessment
during the Phase of study they have just completed; the student opinion of what it is like to be an
assessor; the student opinion of what they have learnt from this exercise to help in their own
learning; and the student experience of being assessed by their peers.
SUPERVISOR
Professor Ian Wilson, School of Medicine, SMAH, UOW
INVESTIGATOR
Dr Helen Rienits Academic Leader Clinical Skills, Graduate Medicine, SOM, SMAH, UOW
Phone: (02) 42215634 Email: helenr@uow.edu.au Office: UOW Wollongong, Bld. 28, GO3A.
This survey forms part of my research on ‘The Clinical Assessor’ for my PhD studies in which I am
hoping to show that designing clinical assessment to better suit the assessor will improve reliability.
METHOD AND DEMANDS ON PARTICIPANTS
You will be asked to complete this survey following your formative OSCE practice in Clinical Skills
class. Your participation is entirely voluntary and anonymous. This survey will be handed out in the
last 10 minutes of the class and you will be asked to place your anonymous form in a box as you
leave. Your participation in this optional survey is taken as tacit consent for me to use the data
contained therein. Your participation or otherwise in this research will not affect your summative
assessment for this subject in any way.
POSSIBLE RISKS, INCONVENIENCES AND DISCOMFORTS
The survey should take approximately 10 minutes to complete. Apart from the time taken to
complete the survey, I can foresee no risks for you. Your involvement in the study is voluntary and
you may withdraw your participation from the study by not completing or submitting your survey. If
you decide not to participate in the study, it will not affect your relationship with the University of
Wollongong. As the survey is anonymous, I will not be able to identify your questionnaire, and
hence will not be able to withdraw your data after you have submitted your response.
BENEFITS OF THE RESEARCH
Participation in this study may not directly benefit you, however the more you understand clinical
assessment, the better your performance will be and your feedback will improve our lesson design.
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CONFIDENTIALITY AND DATA SECURITY
Your responses will be anonymous. It is intended that the findings may be presented in
conferences and journal publications. Please note that individuals will not be identified in any
reports or publications arising from this research. Original data will be safely stored at the UOW for
five years.
ETHICS REVIEW AND COMPLAINTS
This study has been reviewed by the Human Research Ethics Committee of the University of
Wollongong. If you have any concerns or complaints regarding the way this research has been
conducted, you can contact the UOW Ethics Officer.
Contact details for the Ethics Committee: Email rso-ethics@uow.edu.au Phone 0242 213386
If you would like further information about this study please contact Investigator Dr Helen Rienits
on phone number (02) 4221 5634 or email to helenr@uow.edu.au
Version1

Date: 16/1/17 Developed by: Helen Rienits, Supervised by: Professor Ian Wilson

Student Survey (WBA component) Phase: 2 & 3 Dates: 31/3/17 & 6/6/17
SD = Strongly Disagree, D = Disagree, N = neutral, A = Agree, SA = Strongly Agree
1. On the clinical assessment during this phase
Please indicate the most appropriate box with an ‘ X ‘
NB Workplace Based Assessment (WBA) = CEXs and SPRs
I found the WBA was a helpful learning experience this phase
The feedback I received from my WBA this phase was useful
I think there was too much clinical assessment this phase
I think the purpose of mini- CEXs is to practise for the OSCE
I do not understand the purpose of WBA
I did not have any formative OSCE practice in my placements
Any other comments?
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SD

D

N

A

SA

Appendix B - Ethics approval and related documents for data collection
E5: Interviews Senior Faculty re WBA 2017
Conducted Oct 2017
Method and results described in Chapter 7.5.
Please find the following:
•

Ethics Approval 3/4/2017

No. 2017/140

•

Invitation to potential participants (Copy of email)

•

Participant Information

•

Consent Form

•

Copy of questions
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Dear Professor Wilson,
I am pleased to advise that the application detailed below has been approved.
Ethics Number:

2017/140

Approval Date:

03/04/2017

Expiry Date:

02/04/2018

Project Title:

Senior Faculty WBA Interview 2017

Researcher/s:

Rienits Helen; Wilson Ian

Documents Approved:

UOW Application - Snr Fac. WBA Int. 2017 - V1 - 24032017
Questions - Snr Fac. WBA Int. 2017 - V1 - 10032017
Invitation, PI & Consent for Interview - V1 - 24032017
Investigator Detail forms are noted

Sites:
Site

Principal Investigator
for Site

University of Wollongong - Graduate
School of Medicine

Dr Helen Rienits

The HREC has reviewed the research proposal for compliance with the National Statement
on Ethical Conduct in Human Research and approval of this project is conditional upon your
continuing compliance with this document. Compliance is monitored through progress
reports; the HREC may also undertake physical monitoring of research.
Approval is granted for a twelve month period; extension of this approval will be considered
on receipt of a progress report prior to the expiry date. Extension of approval requires:
•
•
•
•

The submission of an annual progress report and a final report on completion of your
project.
Approval by the HREC of any proposed changes to the protocol or investigators.
Immediate report of serious or unexpected adverse effects on participants.
Immediate report of unforeseen events that might affect the continued acceptability of
the project.

If you have any queries regarding the HREC review process or your ongoing approval please
contact the Ethics Unit on 4221 3386 or email rso-ethics@uow.edu.au.
Yours sincerely, Susan Thomas
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Dear Senior Faculty Member,
This is an invitation to participate in a brief interview (10 -15mins) to ascertain your views
and satisfaction level with the current Workplace Based Assessment procedures used to date in
the Graduate Medicine program at the University of Wollongong.
The interview will consist of 5 questions which will be sent to you in advance should you
wish to have time to consider your answers. The interview will not be recorded but I will take notes
of your answers. A typed copy of your answers will be provided to you for you to alter or withdraw if
you wish. Your answer sheets will not be identified with your name or position. Your answers will
then be collated with others and thematically analysed and coded to gain as much of a consensus
view as possible.
The Participant Information, Consent Form, and the Interview Questions are attached.
It is not intended that this interview should take much more than 10 minutes as I do
appreciate how busy you are and am grateful for your time. Brief, direct answers will be
appreciated. If you consent to this interview, please indicate by return email and I will organise to
visit you at your place of work at a mutually convenient time. I will bring printed copies with me of
the following forms.
Thank you for considering this request,
Yours sincerely
Helen Rienits.

Version1

Date: 24/03/2017 Developer: Helen Rienits, Supervisor: Professor Ian Wilson
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PARTICIPANT INFORMATION SHEET
TITLE: Senior Faculty Interview on Workplace Based assessment (WBA) 2017
PURPOSE OF THE RESEARCH
This interview aims to investigate the opinions of senior faculty members regarding the current
WBA procedures and formats used in the Graduate Medicine program at UOW. The interviews
form part of a broader study on performance based (clinical) assessment in medical school and will
seek your opinion regarding the purpose, quantity, quality, reliability and defensibility of our WBA.
The intention is to gain a senior faculty perspective of our WBA and to ascertain what they would
like to see change.
It is anticipated that following the introduction and evaluation of WBA changes over the next few
years, senior faculty will later be asked for their opinion and satisfaction with the new WBA.
It is important that the introduction of any changes in assessment are not only undertaken to better
assess the trainee but are also acceptable to all stakeholders including the university as
represented by its senior faculty.
SUPERVISOR
Professor Ian Wilson, Director of Teaching and Learning, School of Medicine, SMAH, UOW
INVESTIGATOR
Dr Helen Rienits Academic Leader Clinical Skills, Graduate Medicine, SOM, SMAH, UOW
Phone: (02) 42215634 Email: helenr@uow.edu.au Office: UOW Wollongong, Bld. 28, GO3A.
This survey forms part of my research on ‘The Clinical Assessor’ for my PhD studies in which I am
hoping to show that designing clinical assessment to better suit the assessor will improve reliability.
METHOD AND DEMANDS ON PARTICIPANTS
The interview will consist of 5 questions which will be sent to participants in advance should
they wish to have time to consider their answers. The interview will not be recorded but notes will
be taken of participant’s answers. A typed copy of their answers will be provided to them for them
to adjust or alter if they wish. The answer sheets will not be identified with names or positions but
will have a number code. The answers will be collated and thematically analysed to gain as much
of a consensus view as possible. Participation will be voluntary and participants will be asked to
sign a consent form for the use of their answers. Participation or otherwise in this research will not
affect participant’s relationship with Graduate Medicine and the University of Wollongong in any
way.
POSSIBLE RISKS, INCONVENIENCES AND DISCOMFORTS
The interview should take approximately 10 minutes to complete. Apart from the time taken to
complete the interview, I can foresee no risks for participants. Participant’s responses will be
identifiable with a number code and they will be able to withdraw their response after the interview
if they wish.
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BENEFITS OF THE RESEARCH
Participation in this study may not directly benefit the participant, however the more we understand
the ’Clinical Assessor’, the better we are able to design clinical assessment to improve reliability
and ensure greater patient safety for the future.
CONFIDENTIALITY AND DATA SECURITY
It is intended that the findings may be presented in conferences and journal publications. Please
note that individuals will not be identified in any reports or publications arising from this research.
Original data will be safely stored at the UOW for five years.
ETHICS REVIEW AND COMPLAINTS
This study has been reviewed by the Human Research Ethics Committee of the University of
Wollongong. If you have any concerns or complaints regarding the way this research has been
conducted, you can contact the UOW Ethics Officer.
Contact details for the Ethics Committee: Email rso-ethics@uow.edu.au Phone 0242 213386
If you would like further information about this study please contact Investigator Dr Helen Rienits
on phone number (02) 4221 5634 or email to helenr@uow.edu.au

Version1

Date: 24/03/2017 Developer: Helen Rienits, Supervisor: Professor Ian Wilson
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CONSENT FORM FOR PARTICIPANTS
RESEARCH TITLE: Senior Faculty Interview on Workplace Based Assessment (WBA) 2017
RESEARCHER/S:

SUPERVISOR Professor Ian Wilson, Director of Teaching and Learning, SOM, SMAH, UOW.
INVESTIGATOR Dr Helen Rienits, Academic Leader Clinical Skills, SOM, SMAH, UOW
I have been given Participant Information about The Senior Faculty Interview on WBA in 2017 and
discussed the research project with Dr Helen Rienits who is conducting this research as part of a
PhD supervised by Professor Ian Wilson, SOM, SMAH, UOW. I have been sent the questions in
advance and have had time to consider my answers if I wish.
I have been advised of the potential risks and burdens associated with this research, which include
taking 10mins of my time to answer some questions and have had an opportunity to ask Dr Rienits
any questions I may have about the research and my participation.
I understand that my participation in this research is voluntary, I am free to refuse to participate
and I am free to withdraw from the research at any time. My refusal to participate or my withdrawal
of consent will not affect my relationship with the University of Wollongong,
If I have any enquiries about the research, I can contact Dr Rienits (4221 5634) and Professor
Wilson (4221 3563) or if I have any concerns or complaints regarding the way the research is or
has been conducted, I can contact the Ethics Officer, Human Research Ethics Committee, Office
of Research, University of Wollongong on 4221 3386 or email rso-ethics@uow.edu.au.
By signing below I am indicating my consent to engage in a brief interview on the subject of WBA
in Graduate Medicine at UOW. I understand that the interview will not be recorded but that notes
will be taken of my answers. I understand that a typed copy of my answers will provided for me to
review, correct or withdraw if I wish.
I understand that the data collected from my participation will be used for purpose of the PhD
thesis and possible publication as part of the wider research and I consent for it to be used in that
manner.
Signed.......................................................................

Date ......./....../……

Name ………………………………………………….

Version1

Date: 24/03/2017 Developer: Helen Rienits, Supervisor: Professor Ian Wilson
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Interview questions on WBA (Workplace Based Assessment)

Number:

Senior Faculty Members, Graduate Medicine, SOM, SMAH, UOW.
1) What are your comments regarding the quantity and type of UOW WBA?
Please consider the table below summarising the total numbers of WBA conducted at UOW
for each student in that Phase in 2016
WBA
Formative CEX
Summative CEX
Summative SPR
Phase 2 (12mths)
35
14
7
Phase 3 (12mths)
0
16
4
Phase 4 (6mths)
0
12
3
Total
35
42
14

2) How satisfied are you with the quality and reliability of these results of UOW WBA?
The results of our WBA for 2016 (a typical year) are summarised in the table below:
WBA
Grade
Phase 2
Phase 3
Phase 4

Unsat.
0.1%
0%
0%

CEX
Satisfactory
56.9%
32%
29%

Excellent
43%
68%
71%

Unsat.
0.2%
0%
0%

SPR
Satisfactory
52.8%
40%
35%

Excellent
47%
60%
65%

3) If a failure should occur in WBA, how defensible against an appeal would UOW

methods and results be and how important is that to you?

4) What to you is the purpose of WBA for undergraduates at UOW?

5) What would you like to see change in WBA for undergraduates at UOW?
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Appendix B - Ethics approval and related documents for data collection
E6: De-identified Student Results 2016-2019
Collected over the four years covering before and during the WBA trial
Method and results described in Chapter 7.2.
Please find the following:
•

Ethics Approval 20/3/2017

No. 2017/094

•

Sample of results format received by researcher
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Dear Professor Wilson,
This application is for a waiver of consent, and therefore relates to sections 2.3.9-2.3.12 of
the National Statement on Ethical Conduct in Human Research. Specifically, in reviewing an
application for a waiver of consent the HREC considers whether the research meets the
criteria set out in section 2.3.10. The Committee has discussed this application and
considered it in light of the example OSCE and WBA results provided. Given the Committee
was able to review the specific student data to be used for this study (and the fact that it is at
the aggregate level rather than individual level), it is satisfied that the requirements in section
2.3.10 are satisfied in this instance and has therefore approved the waiver.
Ethics Number:

2017/094

Approval Date:

20/03/2017

Expiry Date:

21/03/2018, Extended to 2019 and again to 21/3/2019

Project Title:

Review Student Results Data

Researchers:

Rienits Helen; Wilson Ian

Documents Approved:

UOW Application use of student Data
Sample OSCE results
Sample WBA results
Investigator Information Forms

The HREC has reviewed the research proposal for compliance with the National Statement
on Ethical Conduct in Human Research and approval of this project is conditional upon your
continuing compliance with this document. Compliance is monitored through progress
reports; the HREC may also undertake physical monitoring of research.
Approval is granted for a twelve month period; extension of this approval will be considered
on receipt of a progress report prior to the expiry date. Extension of approval requires:
•
•
•
•

The submission of an annual progress report and a final report on completion of your
project.
Approval by the HREC of any proposed changes to the protocol or investigators.
Immediate report of serious or unexpected adverse effects on participants.
Immediate report of unforeseen events that might affect the continued acceptability of
the project.

If you have any queries regarding the HREC review process or your ongoing approval please
contact the Ethics Unit on 4221 3386 or email rso-ethics@uow.edu.au.
Yours sincerely,

Melanie Randle
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SPR

2016 MEDI602
%

2016 MEDI603
%
2015 MEDI604
%

CEX-S

E

S

US

E

S

US

3.31/7

3.68/7

0.01/7

5.96/14

8.03/14

0.01/14

47.24

52.57

0.19

42.57

57.33

0.10

2.40/4

1.60/4

0.00/4

10.86/16

5.14/16

0.00/16

60.06

39.94

0.00

67.86

32.14

0.00

2.59/4

1.41/4

0.00/4

8.56/12

3.44/12

0.00/12

64.71

35.29

0.00

71.37

28.63

0.00

WBA results for Phases 2, 3 and 4: July 2015 - June 2016
Summative OSCE Metrics – Results data for P3 2016
Exam Year

2016

Total No. Students

77

No. Excellent students 3

Subject

MEDI603

Average Score %

74.83

No. Satisfactory

70

Cohort

2013

Standard Deviation

5.02

No. Unsatisfactory

4

Pass Mark %

67.97

No. resits

4

Cronbach’s Alpha for OSCE

0.593

No. resit passes

4

Station Discipline/Topic/title
No.

Average S.D. Average % that
Mark
Global failed
%
Score
the
station

R2

Intergrade Cronbach’s Between
discrim.
alpha
group
Slope- BLR
(item
variation
deleted –)
as %

1

Surgery - NeedleStick

75.55 12.40

4.49

24.7 0.697

11.95

-0.0458

3.41

2

EMed - GCS

76.36 12.28

4.47

26 0.654

9.14

-0.0036

1.73

3

O&G - HRT

72.27 11.90

4.05

28.6 0.704

11.50

-0.0294

20.89

4

Surgery - ShoulderPain

76.36 10.69

4.79

14.3 0.846

9.13

-0.0514

0

5

Medicine - DiabeticLeg

71.92 12.02

4.24

23.4 0.595

10.32

-0.0564

25.55

6

Emed - OxygenTherapy

80.71 12.19

4.88

19.5 0.771

9.21

-0.0150

2.30

7

O&G - PremLabour

67.79 13.39

4.09

31.2 0.647

10.19

-0.0297

0.48

8

Psych- Imp.Colleague

71.27 12.55

4.14

37.7 0.815

10.53

-0.0059

14.92

9

ClinLog - ClinLog

81.54

8.53

4.75

11.7 0.492

8.71

-0.0138

17.51

10

Paeds - Croup

76.80 10.03

4.38

28.6 0.538

7.13

-0.0231

0

11

Psych - GeriDementia

69.22 13.83

4.07

42.9 0.748

9.90

0.0014

29.20

12

Medicine - Ethics

78.59 16.56

4.65

27.3 0.904

10.69

0.0166

2.58

13

Paeds - Eczema

74.45 10.01

4.38

27.3 0.763

8.83

-0.0046

0.74
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Appendix B - Ethics approval and related documents for data collection
E7: Survey Student re WBA in 2019
Conducted May-Jun 2017 after WBA changes to ascertain student’s perspective.
Method and results described in Chapter 7.4.
Please find the following:
•

Ethics Approval 29/1/2019 No. 2019/011

•

Invitation to potential participants

•

Participant Information

•

Copy of survey.

(NB. This little survey was administered just after the student’s formative OSCE)

APPENDICES Page 75

Dear Professor Wilson,
I am pleased to advise that the application detailed below has been approved.
Ethics Number:

2019/011

Approval Date:

29/01/2019

Expiry Date:

28/01/2020

Project Title:

Peer Assessor Survey 2019

Researcher/s:

Rienits Helen; Wilson Ian

Documents
Approved:

Ethics Application V2 - 23012019
Response to review - 23012019
Full Student Information V2 - 21122018
Participant Information Sheet - Survey V2 - 17012019
Peer Assessor OSCE Survey 2019 - Phase 1 V1 - 17012019
Peer Assessor OSCE Survey 2019 - Phase 2 V1 - 17012019
Peer Assessor OSCE Survey 2019 - Phase 3 V1 - 17012019

Sites:

Site

Principal Investigator for
Site

University of Wollongong

Dr H Rienits

University of Wollongong Shoalhaven Campus Dr H Rientis

The HREC has reviewed the research proposal for compliance with the National Statement on Ethical
Conduct in Human Research and approval of this project is conditional upon your continuing compliance
with this document. Compliance is monitored through progress reports; the HREC may also undertake
physical monitoring of research.
Approval is granted for a twelve month period; extension of this approval will be considered on receipt of
a progress report prior to the expiry date. Extension of approval requires:
•
•
•
•

The submission of an annual progress report and a final report on completion of your project.
Approval by the HREC of any proposed changes to the protocol or investigators.
Immediate report of serious or unexpected adverse effects on participants.
Immediate report of unforeseen events that might affect the continued acceptability of the project.

If you have any queries regarding the HREC review process or your ongoing approval please contact the
Ethics Unit on 4221 3386 or email rso-ethics@uow.edu.au.
Yours sincerely,

Emma Barkus
Associate Professor Emma Barkus,
Chair, UOW & ISLHD Social Sciences Human Research Ethics Committee
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Survey (Invitation note in student’s information regarding event)
There will be an evaluation form to complete at the end of this exercise on being an assessor in the
formative OSCE today. Your participation is voluntary but your feedback will help to improve this
learning activity. The Participant Information is attached below for your interest.

PARTICIPANT INFORMATION SHEET
TITLE: Peer clinical assessors in the formative OSCEs 2019
PURPOSE OF THE RESEARCH
This survey aims to investigate the opinions of students assessing their peers in a practice
OSCE in class. The survey forms part of a broader study on performance based (clinical)
assessment in medical school. It covers three main topic areas: the student opinion of what
it is like to be an assessor; the student opinion of what they have learnt from this exercise to
help in their own learning; and the student experience of being assessed by their peers.
SUPERVISOR
Professor Ian Wilson, School of Medicine, SMAH, UOW
INVESTIGATOR
Dr Helen Rienits Academic Leader Clinical Skills, Graduate Medicine, SOM, SMAH, UOW
Phone: (02) 42215634 Email: helenr@uow.edu.au Office: UOW Wollongong, Bld. 28, GO3A.
This survey forms part of my research on ‘The Clinical Assessor’ for my PhD studies in which
I am hoping to show that designing clinical assessment to better suit the assessor will improve
reliability.
METHOD AND DEMANDS ON PARTICIPANTS
You will be asked to complete this survey following your formative OSCE practice in Clinical
Skills class. Your participation is entirely voluntary and anonymous. This survey will be
handed out in the last 10 minutes of the class and you will be asked to place your
anonymous form in a box as you leave. Your participation in this optional survey is taken as
tacit consent for me to use the data contained therein. Your participation or otherwise in this
research will not affect your summative assessment for this subject in any way.
POSSIBLE RISKS, INCONVENIENCES AND DISCOMFORTS
The survey should take approximately 5 minutes to complete. Apart from the time taken to
complete the survey, I can foresee no risks for you. Your involvement in the study is
voluntary and you may withdraw your participation from the study by not completing or
submitting your survey. If you decide not to participate in the study, it will not affect your
relationship with the University of Wollongong. As the survey is anonymous, I will not be able
to identify your questionnaire, and hence will not be able to withdraw your data after you
have submitted your response.
BENEFITS OF THE RESEARCH
Participation in this study may not directly benefit you, however the more you understand
clinical assessment, the better your performance will be and your feedback will improve our
lesson design.
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CONFIDENTIALITY AND DATA SECURITY
Your responses will be anonymous. It is intended that the findings may be presented in
conferences and journal publications. Please note that individuals will not be identified in any
reports or publications arising from this research. Original data will be safely stored at the
UOW for five years.
ETHICS REVIEW AND COMPLAINTS
This study has been reviewed by the Human Research Ethics Committee of the University
of Wollongong. If you have any concerns or complaints regarding the way this research has
been conducted, you can contact the UOW Ethics Officer.
Contact details for the Ethics Committee: Email rso-ethics@uow.edu.au Phone 0242 213386
If you would like further information about this study please contact Investigator Dr Helen
Rienits on phone number (02) 4221 5634 or email to helenr@uow.edu.au
Version2

Date: 21/12/18 Developed by: Helen Rienits, Supervisor: Professor Ian Wilson

Peer Assessor OSCE Survey 2019 Phases 2 and 3
SD = Strongly Disagree, D = Disagree, N = Neutral, A = Agree, SA = Strongly Agree
On the workplace based assessment during this phase
Please indicate the most appropriate box with an ‘ X ‘
NB Workplace Based Assessment (WBA) = CEXs and SPRs

I found the WBA was a helpful learning experience this phase
The feedback I received from my formative CEXs was useful
The descriptive criteria for the summative CEXs were helpful
The SPR comments and EPA grid were useful to gauge progress
I think there was too much clinical assessment this phase
I had a lot of difficulty getting doctors to assess my CEXs
Comments:
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SD

D

N

A

SA

Appendix B - Ethics approval and related documents for data collection
E8: Interviews Senior Faculty re WBA 2019
Conducted Sept 2019
Method and results described in Chapter 7.5.
Please find the following:
•

Ethics Approval 19/2/2019

No. 2019/050

•

Invitation to potential participants (Copy of email)

•

Participant Information

•

Consent Form

•

Copy of questions
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Dear Professor Wilson,
I am pleased to advise that the application detailed below has been approved.

Ethics Number:

2019/050

Approval Date:

19/02/2019

Expiry Date:

18/02/2020

Project Title:

Senior Faculty WBA Interviews 2019

Researcher/s:

Rienits Helen; Wilson Ian

Documents Approved: Ethics Application V2
Survey Questions V1 - 11022019
Invitation V1 - 12022019
Participant Information Sheet V1 - 10022019
Consent Form V1 - 10022019
Sites:

Site

Principal Investigator for Site

University of Wollongong Dr Helen Rienits

The HREC has reviewed the research proposal for compliance with the National Statement on Ethical
Conduct in Human Research and approval of this project is conditional upon your continuing compliance
with this document. Compliance is monitored through progress reports; the HREC may also undertake
physical monitoring of research.
Approval is granted for a twelve month period; extension of this approval will be considered on receipt of
a progress report prior to the expiry date. Extension of approval requires:
•
•
•
•

The submission of an annual progress report and a final report on completion of your project.
Approval by the HREC of any proposed changes to the protocol or investigators.
Immediate report of serious or unexpected adverse effects on participants.
Immediate report of unforeseen events that might affect the continued acceptability of the project.

If you have any queries regarding the HREC review process or your ongoing approval please contact the
Ethics Unit on 4221 3386 or email rso-ethics@uow.edu.au.
Yours sincerely,

Susan Thomas
Dr Susan Thomas,
Chair, UOW & ISLHD Health and Medical Human Research Ethics Committee

APPENDICES Page 80

Dear Senior Faculty Member,
This is an invitation to participate in a brief interview (10 -15mins) to ascertain your views
and satisfaction level with the Workplace Based Assessment procedures used over the last 2
years in the Graduate Medicine program at the University of Wollongong.
The interview will consist of 5 questions which will be sent to you in advance should you
wish to have time to consider your answers. The interview will not be recorded but I will take notes
of your answers. A typed copy of your answers will be provided to you for you to alter or withdraw if
you wish. Your answer sheets will not be identified with your name or position. Your answers will
then be collated with others and thematically analysed and coded to gain as much of a consensus
view as possible.
The Participant Information, Consent Form, and the Interview Questions are attached.
It is not intended that this interview should take much more than 10 minutes as I do
appreciate how busy you are and am grateful for your time. Brief, direct answers will be
appreciated. If you consent to this interview, please indicate by return email and I will organise to
visit you at your place of work at a mutually convenient time. I will bring printed copies with me of
the following forms. If you prefer, this interview could be conducted by phone at a suitable time.
Thank you for considering this request,
Yours sincerely
Helen Rienits.

Version1

Date: 12/02/2019 Developer: Helen Rienits, Supervisor: Professor Ian Wilson
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PARTICIPANT INFORMATION SHEET
TITLE: Senior Faculty Interview on Workplace Based assessment (WBA) 2019
PURPOSE OF THE RESEARCH
This interview aims to investigate the opinions of senior faculty members regarding the WBA
procedures and formats used over the last two years in the Graduate Medicine program at UOW.
The interviews form part of a broader study on performance based (clinical) assessment in medical
school and will seek your opinion regarding the purpose, quantity, quality, reliability and
defensibility of our WBA. The intention is to gain a senior faculty perspective of our WBA and to
ascertain your opinions of recent changes and results.
This is the second part of this research as opinions of senior faculty were also sought prior to the
changes being implemented in 2017.
It is important that the introduction of any changes in assessment are not only undertaken to better
assess the trainee, but are also acceptable to all stakeholders including the university as
represented by its senior faculty.
SUPERVISOR
Professor Ian Wilson, Director of Teaching and Learning, School of Medicine, SMAH, UOW
INVESTIGATOR
Dr Helen Rienits Academic Leader Clinical Skills, Graduate Medicine, SOM, SMAH, UOW
Phone: (02) 42215634 Email: helenr@uow.edu.au Office: UOW Wollongong, Bld. 28, G11.
This survey forms part of my research for my PhD studies entitled “Incorporating assessor
expertise to improve Workplace Based Assessment efficacy” in which I am hoping to show that
designing clinical assessment to better suit the assessor will improves efficacy.
METHOD AND DEMANDS ON PARTICIPANTS
The interview will consist of 5 questions which will be sent to participants in advance should
they wish to have time to consider their answers. The interview will not be recorded but notes will
be taken of participant’s answers. A typed copy of their answers will be provided to them for them
to adjust or alter if they wish. The answer sheets will not be identified with names or positions but
will have a number code. The answers will be collated and thematically analysed to gain as much
of a consensus view as possible. Participation is voluntary and participants will be asked to sign a
consent form for the use of their answers. Participation or otherwise in this research will not affect
participant’s relationship with Graduate Medicine and the University of Wollongong in any way.
POSSIBLE RISKS, INCONVENIENCES AND DISCOMFORTS
The interview should take approximately 10 minutes to complete. Apart from the time taken to
complete the interview, I can foresee no risks for participants. Participant’s responses will be
identifiable with a number code and they will be able to withdraw their response after the interview
if they wish.
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BENEFITS OF THE RESEARCH
Participation in this study may not directly benefit the participant, however the more we understand
the ’Clinical Assessor’, the better we are able to design clinical assessment to improve reliability
and ensure greater patient safety for the future.
CONFIDENTIALITY AND DATA SECURITY
It is intended that the findings may be presented in conferences and journal publications. Please
note that individuals will not be identified in any reports or publications arising from this research.
Original data will be safely stored at the UOW for five years.
ETHICS REVIEW AND COMPLAINTS
This study has been reviewed by the Human Research Ethics Committee of the University of
Wollongong. If you have any concerns or complaints regarding the way this research has been
conducted, you can contact the UOW Ethics Officer.
Contact details for the Ethics Committee: Email rso-ethics@uow.edu.au Phone 0242 213386
If you would like further information about this study please contact Investigator Dr Helen Rienits
on phone number (02) 4221 5634 or email to helenr@uow.edu.au

Version1

Date: 12/02/2019 Developer: Helen Rienits, Supervisor: Professor Ian Wilson
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CONSENT FORM FOR PARTICIPANTS
RESEARCH TITLE: Senior Faculty Interview on Workplace Based Assessment (WBA) 2019
RESEARCHER/S:

SUPERVISOR Professor Ian Wilson, Director of Teaching and Learning, SOM, SMAH, UOW.
INVESTIGATOR Dr Helen Rienits, Academic Leader Clinical Skills, SOM, SMAH, UOW
I have been given Participant Information about The Senior Faculty Interview on WBA in 2019 and
am aware this is part of a research project of Dr Helen Rienits who is conducting this research for
her PhD, supervised by Professor Ian Wilson, SOM, SMAH, UOW. I have been sent the questions
in advance and have had time to consider my answers if I wish.
I have been advised of the potential risks and burdens associated with this research, which include
taking 10mins of my time to answer some questions and have had an opportunity to ask Dr Rienits
any questions I may have about the research and my participation.
I understand that my participation in this research is voluntary, I am free to refuse to participate
and I am free to withdraw from the research at any time. My refusal to participate or my withdrawal
of consent will not affect my relationship with the University of Wollongong,
If I have any enquiries about the research, I can contact Dr Rienits (4221 5634), or if I have any
concerns or complaints regarding the way the research is or has been conducted, I can contact the
Ethics Officer, Human Research Ethics Committee, Office of Research, University of Wollongong
on 4221 3386 or email rso-ethics@uow.edu.au.
By signing below I am indicating my consent to engage in a brief interview on the subject of WBA
in Graduate Medicine at UOW. I understand that the interview will not be recorded but that notes
will be taken of my answers. I understand that a typed copy of my answers will provided for me to
review, correct or withdraw if I wish.
I understand that the data collected from my participation will be used for purpose of the PhD
thesis and possible publication as part of the wider research and I consent for it to be used in that
manner.
Signed.......................................................................

Date ......./....../……

Name ………………………………………………….

Version1

Date: 12/02/2019 Developer: Helen Rienits, Supervisor: Professor Ian Wilson
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Interview questions on WBA (Workplace Based Assessment)

Number:

Senior Faculty Members, Graduate Medicine, SOM, SMAH, UOW.
1) What are your comments regarding the quantity and type of UOW WBA?
The table below summarises the total numbers of WBA conducted at UOW for each student
in that Phase in 2016-2017(Before), and 2018-2019 (Now)
WBA
Formative CEX
Sum CEX
Sum SPR
Phase 2 (12mths)
(Before – 35) Now - 21
14
7
Phase 3 (12mths)
(Before - 0) Now - 16
(Before-16) Now - 0
4
Phase 4 (6mths)
0
12
3
Total
35
42
14
2) Could you comment on these current WBA results compared to results prior to the

changes? Does this represent any improvement in how realistic these results are,
compared to OSCE? The results of WBA (SPRs) and OSCE (before changes - green), and (2
years after changes - orange). (Results expressed as percentage of cohort with this grade)
Phase
2
2017
2019

E
46.0
40.3

Phase
3
2017
2019
Phase
4
2016
2018

E
66.0
61.0

WBA Grades
S
SR
54.0
58.5 1.2

U
0
0

E
10.8
12.8

OSCE Grades
S
S2
72.3 12.0
74.5
8.5

U
4.8
4.3

WBA Grades
E
S
SR
60.0 40.0
7.6 89.0 3.4

U
0
0

OSCE Grades
E
S
S2
20.8 68.0
9.7
21.2 72.7
4.5

U
1.4
1.5

WBA Grades
S
SR
34.0
39.0 0

U
0
0

3) Following the changes to our WBA made over 2017-2019, in what ways would you

say this has increased / decreased the usefulness of our WBA results to the school?

4) How important is a defensible WBA result to you?

5) Has the trial of new processes, etc. changed your concept of the purpose and use of

WBA in undergraduate medicine?
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Appendix B - Ethics approval and related documents for data collection
E9: Survey WBA Clinical Assessors 2019
Conducted Aug- Oct 2019
Method and results described in Chapter 7.3.
Please find the following:
•

Ethics Approval 13/3/2019

No. 2019/062

•

Invitation to potential participants (Copy of email)

•

Participant Information

•

Survey Form

APPENDICES Page 86

Dear Professor Wilson,
I am pleased to advise that the application detailed below has been approved.

Ethics Number:

2019/062

Approval Date:

13/03/2019

Expiry Date:

12/03/2020

Project Title:

Workplace Based Assessment clinical assessor survey 2019

Researcher/s:

Rienits Helen; Wilson Ian

Documents Approved: Ethics Application V1 - 20/02/2019
Response to review - 06/03/2019
WBA CA 2019 Survey Form V2 - 06/03/2019
Participant Information Sheet V1 - 19/02/2019
Invitation to Participate V2 - 06/03/2019
Sites:

Site

Principal Investigator for Site

University of Wollongong Dr Helen Rienits

The HREC has reviewed the research proposal for compliance with the National Statement on Ethical
Conduct in Human Research and approval of this project is conditional upon your continuing compliance
with this document. Compliance is monitored through progress reports; the HREC may also undertake
physical monitoring of research.
Approval is granted for a twelve month period; extension of this approval will be considered on receipt of
a progress report prior to the expiry date. Extension of approval requires:
•
•
•
•

The submission of an annual progress report and a final report on completion of your project.
Approval by the HREC of any proposed changes to the protocol or investigators.
Immediate report of serious or unexpected adverse effects on participants.
Immediate report of unforeseen events that might affect the continued acceptability of the project.

If you have any queries regarding the HREC review process or your ongoing approval please contact the
Ethics Unit on 4221 3386 or email rso-ethics@uow.edu.au.
Yours sincerely,

Susan Thomas
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To all Phase 3 Preceptors and RALs,
Graduate Medicine, UOW.
Dear Doctor,
This is an invitation to participate in a brief survey (10-15mins) to ascertain your views and satisfaction level with
the new Workplace Based Assessment (WBA) procedures and forms used by the University of Wollongong (UOW) for
assessment of their medical students in the workplace.
Many of you were kind enough to complete a lengthy survey in 2016 seeking your views on the difficulties of WBA
of medical students in the community placement settings in which you teach and supervise our students. As a result of
your input and feedback in that survey, UOW implemented some changes in the processes and the design of the mark
sheets over 2017 and 2018. This survey seeks your opinion on these changes and asks for your feedback.
Your participation in this survey is voluntary and the survey forms are anonymous. Your participation in this
optional survey is taken as tacit consent for me to use the data contained therein. The survey will be administered by
your regional Placement Facilitators at the hub centre. They will distribute a copy of the survey form to all relevant
clinical assessors in conjunction with a copy of the Participant Information and this invitation letter. If you choose to
complete this survey, the form should be returned to your Placement Facilitator who will send all completed
anonymous forms for their centre, to the investigators for collation of results.
The Participant Information and Survey form are attached.
It is not intended that this survey should take much more than 10 minutes as I do appreciate how busy you are
and I am grateful for your time.
Thank you for considering this request,
Yours sincerely,

Dr Helen Rienits, Theme Coordinator Clinical Competence, Graduate Medicine, UOW.
PhD candidate researcher
helenr@uow.edu.au (02 4221 5634)

Version 2 6/03/2019 Investigator: Dr Helen Rienits. Supervisor: Prof Ian Wilson
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PARTICIPANT INFORMATION SHEET
TITLE: WBA CA 2019 Survey
PURPOSE OF THE RESEARCH
This survey aims to investigate the opinions of Clinical Assessors who conduct Workplace Based
Assessment (WBA) of UOW medical students on placement in community practices. In 2016, WBA
assessors were surveyed regarding the difficulties they experienced as clinical assessors of
students in the medical workplace. As a result of those initial surveys, changes in both the process
and the mark sheets of UOW workplace based assessment were implemented through 2017 and
2018. This survey seeks the opinions of the assessors themselves regarding the impact of those
changes.
SUPERVISOR
Professor Ian Wilson, School of Medicine, SMAH, UOW
INVESTIGATOR
Dr Helen Rienits Academic Leader Clinical Skills, Graduate Medicine, SOM, SMAH, UOW
Phone: (02) 42215634 Email: helenr@uow.edu.au Office: UOW Wollongong, Bld. 28, G11.
This survey forms part of my research on ‘The Clinical Assessor’ for my PhD studies in which I am
hoping to show that designing clinical assessment to better suit the assessor will improve reliability.
METHOD AND DEMANDS ON PARTICIPANTS
Your participation is entirely voluntary and anonymous. Your participation in this optional survey is
taken as tacit consent for me to use the data contained therein. The survey will be administered by
the Placement Facilitators at each of the rural centres throughout NSW that cater for UOW
students, and have used the new WBA forms and processes. Facilitators will distribute a copy of
the survey form to all relevant clinical assessors in conjunction with a copy of this Participant
Information and an invitation letter. If you choose to complete this survey, the completed survey
form should be sent to your Placement Facilitator who will return all completed anonymous forms
for their centre, to the investigators for collation of results.
POSSIBLE RISKS, INCONVENIENCES AND DISCOMFORTS
The survey should take approximately 10-15 minutes to complete. Apart from the time taken to
complete the survey, I can foresee no risks for you. Your involvement in the study is voluntary and
you may withdraw your participation from the study by not completing or submitting your survey. If
you decide not to participate in the study, it will not affect your relationship with the University of
Wollongong. As the survey is anonymous, I will not be able to identify your questionnaire, and
hence will not be able to withdraw your data after you have submitted your response.
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BENEFITS OF THE RESEARCH
Participation in this study may not directly benefit you, however the more we understand about the
dynamics of WBA, the better we can design assessment to both enhance student learning and
utilise assessor expertise. The long term aim is to improve the quality of our medical graduates
and ensure the safety of their future patients.
CONFIDENTIALITY AND DATA SECURITY
Your responses will be anonymous. It is intended that the findings may be presented in
conferences and journal publications. Please note that individuals will not be identified in any
reports or publications arising from this research. Original data will be safely stored at the UOW for
five years.
ETHICS REVIEW AND COMPLAINTS
This study has been reviewed by the Human Research Ethics Committee of the University of
Wollongong. If you have any concerns or complaints regarding the way this research has been
conducted, you can contact the UOW Ethics Officer.
Contact details for the Ethics Committee: Email rso-ethics@uow.edu.au Phone 0242 213386
If you would like further information about this study please contact Investigator Dr Helen Rienits
on phone number (02) 4221 5634 or email to helenr@uow.edu.au

Version 1

Date: 19/02/2019 Developed by: Helen Rienits, Supervisor: Professor Ian Wilson
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WBA (Workplace Based Assessment) Clinician Assessor Survey 2019
1. Indicate your role(s) in relation to teaching and assessing Phase 3 students from UOW.
(Please place an ‘X’ after all roles that are applicable to you.)

Supervisor/ Teacher/ Preceptor in community General Practice / AMS:
Supervisor/ Teacher/ Preceptor in the Emergency Department:
Supervisor/ Teacher/ Preceptor in the hospital wards and/or theatres:
RAL (Regional Academic Leader):
RAD (Regional Academic Day) tutor (eg. for Case Based Learning discussions, etc.):
2. This question aims to ascertain how well prepared you felt for the changes in July 2017.
NB. SD = Strongly Disagree, D = Disagree, N = Neutral, A = Agree, SA = Strongly Agree, N/A = Not applicable
Please indicate the most appropriate box with an ‘ X ‘

The training I received at my practice or hub centre (and/or
the presentation I viewed afterwards) was useful
The instructions / directions (written or verbal) I was sent
were clear
I understood the changes and found them easy to follow even
without instruction
I understood the reasons for the changes being trialled

SD

D

N

A

SA

N/A

I found the new WBA was easy to implement

3. This question seeks your opinion of the new processes and mark sheets.
We understand that not all the following questions will apply to every participant- please answer as appropriate.
NB. SD = Strongly Disagree, D = Disagree, N = Neutral, A = Agree, SA = Strongly Agree, N/A = Not applicable
Please indicate the most appropriate box with an ‘ X ‘
SD D
N
A
SA
N/A

The Student Learning Needs Plan (SLNP) completed by the
student, helped me direct teaching for their learning needs
The formative CEX (Clinical Examination) was an opportunity
to give useful feedback to the student on their performance
I found it easier to give honest feedback when I did not have
to grade the CEX with ‘fail, pass or excellent’
I found it hard to give constructive feedback in the ‘What the
student could do better’ section
The Preceptor Observations on Student Performance (POSP)
forms gave me a chance to express my observations and
reflections on the student over the quarter
I found the POSP forms too difficult to complete/ or they
took too much of my time
I did not understand the point of the POSP forms
The EPA (Entrustable Professional Activities) grid at the end
of each quarter was easy to understand and complete
The standards for each domain in the EPA grid were clear
from the descriptions given
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P.T.O.

4. For Regional Academic Leaders only. (Others please proceed to question 5)
NB. SD = Strongly Disagree, D = Disagree, N = Neutral, A = Agree, SA = Strongly Agree, N/A = Not applicable

SD D
The new SPR (Student Performance Review) form represented
a wider range of inputs, aspects and opinions on the student
I found preceptors and tutors helpful and forthcoming with
information to enable me to complete the SPR form
I found it easier to be honest with the grade if I did not have to
give it to the student face to face
I felt the new WBA process for UOW respected my opinion and
expertise better than the former processes
The grading system I most prefer is: (Please indicate one of the following)
Please indicate the most appropriate box with an ‘ X ‘

N

A

SA

N/A

a. Unsatisfactory/Satisfactory/Excellent (Prior to 2017)
b. Unsatisfactory/Satisfactory with Recommendations/Satisfactory/Excellent (2017-18)
c. Well below/Below/At/Above/Well above, the expected standard (2018-19)
5.

The results of our WBA compared with OSCE results for the student cohort before and after changes
Year
2016
2018
Grade Unsatisfactory Satisfactory Excellent Unsat. Sati. with Rec
Sat.
Excellent
WBA
0%
40%
60%
0%
5%
89%
6%
OSCE
5%
91%
4%
13%
69%
18%
(Results expressed as a percentage of the cohort with this grade prior to remediation and re sit for US)
NB. SD = Strongly Disagree, D = Disagree, N = Neutral, A = Agree, SA = Strongly Agree, N/A = Not applicable
Please indicate the most appropriate box with an ‘ X ‘

The 2018 WBA results indicate significant improvement as a
reliable measure of student performance compared to 2016
The reliability of WBA results as indicated above are not very
important to me as a teacher in the workplace
The mentor relationship I develop with the student over time
is very important to teaching and learning in the workplace
The mentor relationship is more important for student
learning and development than ‘reliable WBA results’

SD

D

N

A

6. Any other comments, feedback or suggestions you would like to make:

Thank you for completing this survey.
Dr Helen Rienits (Theme Leader Clinical Competence) and PhD candidate researcher
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SA

N/A

